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GALL-STONES DURING PREGNANCY AND THE PUERPERIUM! 
REUBEN PETERSON, M.D., ANN ArBor, MICHIGAN 


Y interest has been recently aroused tenderness in the gall-bladder region. As far as could 
in the question of gall-stones as a be ascertained the patient was about six months preg- 
} ‘ gall-s ‘ 


commiication of rece pa . the nant, the top of the uterus being at the level of the um- 
eae aes eee €  bilicus. Foetal movements were to be felt and the 


puerperium by the following case,  fcetal heart beat was 148 and strong. 
which, on account of the comparative rarity of It was thought best under the circumstances to treat 
the condition, will be reported in detail: the patient expectantly, hoping to prolong gestation 
until the child should be viable. But the patient rap- 
Mrs. D. M., age 28, American, was referred to the idly grew worse, the pain in the back and right side 
surgical clinic of the University of Michigan hospital becoming very severe and finally intolerable in spite of 
by Dr. A. N. Howe of Boyne Falls, Michigan, February large and frequent doses of morphine. February 16, 
12,1910. The patient has always been a healthy, hard she had a severe chill without a rise of temperature 
working woman with the exception of an attack of At this time and up to the operation seven days later, 
pneumonia last winter. Her menstrual periods have she vomited almost continuously and required such 
been regular, of the twenty-eight day type and without _ large doses of morphine to control the pain as to make 
pain. She has been married twice, has had six abor- it evident that any further efforts to prolong gestation 
tions and one full term child which lived only a short for the sake of the child were unjustifiable. 
time after its birth. She is now six months pregnant, Operation. The operation was performed by Dr. 
having menstruated for the last time August 16. Life de Nancrede, February 23, rg1o, at the urgent request 
was felt the latter part of December. of the patient, who said she was willing to take any risk 
Present trouble. Four weeks ago while out walking rather than Jonger endure such agonizing pain. There 
the patient was suddenly seized with a cramp-like pain was no question as to the diagnosis, for besides the symp- 
in the right side, situated more in the back along the _ toms already described, on February 19 the X-ray had 
lower rib border. The pain was so severe as to prevent _ revealed the outline of a gall-bladder filled with stones. 
her straightening up and she had to be helped to the The coagulation time of the blood was seven minutes, 
house. That night she became jaundiced. The jaun- although the patient had been given calcium lactate in 
dice has persisted ever since and is worse than at first. large doses since her entrance to the hospital. The 
She has vomited frequently and has lost a great deal _ gall-bladder was exposed by a vertical incision. It 
of flesh during the past four weeks. She has never was filled with facetted stones which were removed 
been jaundiced before, nor experienced such a pain. without difficulty. A number of stones in the common 
The latter has been almost continuous in the right side duct were easily crushed, expressed into the gall-bladder 
for the past four weeks, at times becoming almost un- and removed. The gall-bladder was surrounded with 
endurable. Two nights ago she had a severe attack of gauze and drained. There was considerable oozing 
nose bleed, and has had two attacks since, so severe during the operation, the hemorrhage being controlled 
that she had to have the nares plugged with cotton. with great difficulty by gauze pressure. Although the 
The day following her admission to the surgical ser- entire operation lasted but an hour the pulse rate rose 
vice I was asked by my colleague, Dr. de Nancrede, from go to 150. 
to see the patient on account of the obstetrical compli- Upon returning from the operating room the patient 
cation. Examination February 14, 1910, showed the was given slow saline solution per rectum, each pint 
patient deeply jaundiced, but with very little pain or containing calcium Jactate, one-half dram. During 
1 Read before the American Gynecological Society, Washington, D. C., May 3, 1910. 
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the first sixteen hours after the operation the patient 
voided but four ounces of urine. She was catheterized 
but only a few drops of bile colored urine was obtained. 
A hot air bath was tried but had to be discontinued on 
account of difficulty of respiration. The pulse was 
weak and rapid, and hardly perceptible at the wrist. 
The dressings were soaked with blood. Salines were 
administered by hypodermoclysis and strychnin was 
given freely, but to no avail. She gradually failed and 
died at 2 Pp. M., February 24, Igto. 

At the autopsy the following day a large amount of 
clotted blood was found in the peritoneal cavity in the 
region of the liver and gall-ducts. Two calculi were 
found in the hepatic duct in such a position that it was 
impossible to remove them at the operation. There 
was an acute hemorrhagic nephritis as well. The 


autopsy findings furnished by Dr. A. S. Warthin from 
the pathological department of the University of Michi- 
gan, are given in detail below. 


AUTOPSY 

Clinical diagnosis, jaundice; post-operative hem- 
orrhage. 

EXTERNAL EXAMINATION. GENERAL 

Build, length, 163 cm. Frame, medium. 

Eyes, conjunctive show marked jaundice. 

Abdomen, above level of ribs, particularly lower 
portion below umbilicus, linea fusca not prominent. 
Linea albicantes over the abdomen and upper part of 
the thigh. 

Surgical wound; laparotomy wound 13 cm. long, 
beginning 9 cm. below tip of ensiform. Runs obliquely 
down to 2 cm. above umbilicus and to the right 4 cm. 
The lower part of the wound shows approximated 
edges with stitches in position. Upper part contains 
gauze and a drainage tube. Puncture marks in right 
arm and below each breast. 

Skin, markedly jaundiced. 

Mucous membranes, marked jaundice. 

Muscles, fair. 

Rigor mortis, throughout. 

Panniculus, abundant, particularly over abdomen 
and thighs. 

(Edema, well marked throughout. 

Body heat, cold. 

Hypostasis, marked over back. Scattered blotches 
over the sides, particularly the thighs. Small subcu- 
taneous hemorrhages over sides and arms. 

Putrefaction, no signs. 

Orifices, negative. 

Nose negative. 

Genital, vagina packed with cotton slightly bile 
stained. 


THORAX AND ABDOMEN (Main incision). 
Panniculus, on section pale, lemon yellow and moist. 
Abdominal cavity, no fluid. 

Omentum, adherent about edges of wound. 

Position of abdominal organs: Uterus fills the lower 
part of the abdomen rising on the right about 2 f. b. 
above the level of the umbilicus. Liver 2 f. b. below 
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ensiform and 2 f. b. above rib border in right nipple line. 
Spleen and stomach in normal position. No evidence 
of inflammation of the abdominal wound. 

Position of diaphragm: On left 4th i. c.s. 
5th rib. 

Mamme, large. On pressure, a whitish creamy fluid 
from nipples. On section show active secretion. 

Costal cartilages: Tissues about breast are cede- 
matous. 

Sternum, negative. 


On right 


THORAX 


Anterior mediastinum: Fat abundant, oedematous. 
Small congested lymph nodes. 
Thymus: Fat abundant. 

gland. 

Pericardium: Sac lax. 
slightly bile stained. 

Heart: Wt. 240 g., l. 12 cm., b. 10 cm., t. 44 cm., 
apex 4th i. c. s. in parasternal line; flabby, soft. Ven- 
tricles, dilated; contain small quantity of fluid blood 
without clots, thin and watery, small. Epicardium, 
negative. Subepicardial fat abundant. Serous. Slight 
fatty degeneration of heart muscle. 

Left heart, 8-12 mm. 

Cardiac orifices and valves: Mitral admits 2 f.; 
slight nodular thickening of proximal edges of mitral. 
Tricuspid admits 3 fingers. Valves negative. 

Left lung: Wt. 310 g., 1. 18 cm., b. 12 cm., t. 4. cm. 
No fluid or blood in either thoracic cavity. Old ad- 
hesions easily torn. Firmly adherent over base. 
Rather collapsed hypostasis in lower lobe. Moist. 
No airless areas. Moderate rich blood content. Bron- 
chial nodes small. Hyalin scars in larger bronchial 
nodes. Old healed tubercles. 

Right lung: Wt. 380 g., 1. 20, b. 12 cm., t. 5 cm. 
Few adhesions. Moderate congestions and oedema. 
Posterior portion hypostatic. Number of heavily 
pigmented nodules, old healed tubercles on posterior 
upper and middle lobes. Otherwise similar to left. 

Bronchi: Mucosa of larger bronchi slightly injected. 

Bronchial glands: Recent tubercle in one gland on 
right side. 


No visible remains of 


Fluid not increased. Clear, 
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Pulmonary vessels: Aorta admits thumb. Valves 
negative. Slight degeneration of aorta. 

Thoracic portion of cesophagus: Thoracic and ab- 
dominal aorta show beginning degeneration. 


ABDOMEN 


Spleen: Wt. 300 g., l. 15 cm., b. 9 cm., t. 4 cm. 
Lower pole covered with a blood clot size of one taken 
from flank. Large, rather soft. Flattens on table. 
Capsule shows a few small adhesions. Deep anterior 
and posterior fissures. On section, pulp purplish, soft, 
bleeds freely, covers up stoma, follicles not visible. 
Acute passive congestion. 

Left adrenal: Both adrenals surrounded by cedema- 
tous fat. Both enlarged, thickened, and suffused. 

Left kidney and ureter: Wt. 150 g., ]. 12 cm., b. 7 
cm., t. 3 cm. Ureters not dilated. Fatty capsule 
abundant; bile stained. Fibrous capsule strips easily. 
Very soft, plump, flattens on pressure. Surface icteric, 
cloudy, moderately congested. Marked cloudy swell- 
ing. 

Right kidney and ureter: Cortical surface much more 
mottled, plump, soft, shows foetal lobulation. Patches 
of fatty degeneration and hemorrhage. On section, 
acute parenchymatous, degenerative, hemorrhagic 
nephritis. 

Duodenum: Bile passages contain thin watery cloudy 
fluid. Noblood. Pressure on common duct above and 
in region of gall-bladder causes erection of ampulla with 
discharge of thick, brownish fluid. In opening of duct 
is a small stone, partially blocking it. Stone size of a 
small pea. On separating the hepatic flexure from the 
gall-bladder at the site of the wound are clots filling in 
the space beneath the under surface of the liver. Whole 
site of the operation covered with clot, which is adherent 
more firmly about the ligatures. No rupture of the 
liver. No escape of intestinal fluid. Retroperitoneal 
tissues soft and friable and infiltrated with blood. 
Main source of hemorrhage from an opening above the 
kidney. Marked cedema back of ascending colon and 
cecum. Also numerous blood clots throughout retro- 
peritoneal fat tissue. 

Liver, very soft, icteric, cloudy, marked cloudy swell- 
ing and some fatty degeneration. In common duct 
fragments of pigment and cholesterin stones. In 
hepatic ducts two facetted stones, fragments, and sand. 

Gall-bladder: Wall thickened, edematous. Mucosa 
is intact over large portion, thickened and not filled 
with blood, common, hepatic, and cystic ducts dilated 
and thickened. 

Retroperitoneal 
plastic. 

Rectum: 
little edema. 

Vulva: Labia swollen and darkened. 

Uterus: Uterus fills in lower portion of abdomen, 
slightly higher on right than on left, rises on right 2 
finger breadths above the umbilicus. The upper pole 
is slightly depressed in the middle giving the fundus a 
slightly bicornate appearance. Serosa negative, no 
abnormal adhesions. Palpation reveals the presence of 
a foetus, the head and extremities of which can be 


lymph nodes: Congested, hypo- 


Pelvic tissues almost bloodless. 


Very 


PREGNANCY AND THE 


PUERPERIUM 


easily felt through the wall. The head is in the lower 
right portion with the occiput anterior. The placenta 
is upper left posterior. Weight of uterus 3,300 g., 
274 cm. x 22 cm.xg cm. The uterus was opened in 
the median line and found to contain a male foetus in 
the late sixth or beginning seventh month. According 
to the measurements a 74 months’ foetus. 

Foetus: Measurements, length 37.5 cm. ; bisachromial 
8.5 cm.; bitrochanteric 7.3 cm.; cord 50 cm.; finger 
nails 0.3 cm.; bitemporal 7 cm.; occipito-mental 11 
cm.; occipito frontal 10 cm. Parietal bones, carti- 
laginous plates ossified in center. 

MICROSCOPIC AND BACTERIOLOGIC FINDINGS 

Heart: Heart muscle shows slight hypertrophy, 
slight cloudy swelling and fatty degeneration, slight 
increase in fat tissue in epicardium. 

Lungs: Passive congestion. Localized emphysema. 
Cdema. 
cells and syncytial giant cells. 
dilated; 
monia. 

Liver: Passive congestion, icterus, cloudy swellings 
simple necrosis of the central zones of lobule, some 
peripheral infiltration; dilatation of larger bile duct. 

Spleen: Acute passive congestion. 

Kidneys: Marked cloudy swelling, congestion. 
Icterus. Right kidney shows recent metastatic ab- 
scesses, and the nephritis is much more marked. Sub- 
acute parenchymatous nephritis. Numerous areas of 
marked purulent infiltration. 

Right adrenal: Shows a thrombus in the adrenal 
vein with a hemorrhagic anemic infarction of the 
greater part of the organ. Extensive periadrenal 
hemorrhage. The blood clot free in the peritoneal 
cavity is a recent red clot. 

Intestine: Post-mortem change and passive con- 
gestion. 

Mammary gland: Shows early stage of secretion. 

Gall-bladder wall: Shows marked cedema, hemor- 
rhage and recent infiltration; organizing blood clot on 
the surface. Colonies of colon bacilli in veins and 
lymphatics. 

Pancreas: Shows a marked chronic interlobular and 
interacinar pancreatitis with dilated ducts. The is- 
lands of Langerhans are greatly diminished in number. 

Uterus: Sections through the uterine wall at the 
placental site show a normal placenta about seventh 
month. The blood spaces are collapsed and the inter- 
villous spaces contain very little blood except toward 
the deeper portion of the chorion and decidua. No 
pathological changes in chorion, decidua, or uterine 
wall. Sections of uterine wall and amnion at other 
places show no pathological changes. 

Tissues of fetus. Thymus large, congested, the 
medulla unusually prominent. 

Spleen: Congested, rather poor in lymphoid cells. 

Liver: Shows slight cloudy swelling and fatty de- 
generation, otherwise entirely normal. 

Heart: Muscle normal. 

Kidneys: Show cloudy swelling of the convoluted 
tubules and the glomemli are unusually congested 


Numerous emboli of bone marrow giant 
Smaller bronchioles 
small patches of beginning broncho-pneu- 
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The tubules just underneath the capsule particularly 
show cloudy swelling. No bile casts are found in the 
collecting tubules and no trace of bile pigment in the 
kidneys. ° 

Lungs: Atelectatic, entirely normal. 

Stomach and intestines, show no 
changes. 

Bladder, is negative. 

Adrenal, shows no pathological changes. 

Lymph glands, negative. 

Testis, normal. 

Umbilical cord, normal. 

Chemical tests for bile in amniotic fluid entirely 
negative. 

No trace of bile found in foetus. 


pathological 


Considering the frequency with which gall- 
stones are met with in women, it is rather sur- 
prising to find so few cases recorded in the 
literature where this complication has given 
rise to symptoms during pregnancy or the puer- 
perium. Ehrenfest in Peterson’s Obstetrics 
mentions the subject briefly in the chapter on 
the complications of pregnancy; Jardine, in 
his Clinical Obstetrics, 1909 edition, says that 
while gall-stones undoubtedly occur during 
pregnancy, he has never seen a case. With 
these exceptions, as far as I can find, this com- 
plication is not mentioned in English or Ameri- 
can text-books on obstetrics. Schauta and P. 
Miiller dismiss the subject with a few lines, 
and the same may be said of v. Winckel’s more 
pretentious Handbuch der Geburtschiilfe. In 
Vineberg’s excellent article, in which he reports 
two cases of cholecystitis operated upon during 
the puerperium, he states that a careful search 
through the literature of the past ten years 
yielded only four similar cases. For the pur- 
pose of studying this complication during preg- 
nancy and the puerperium, I have collected 
and tabulated 25 cases of gall-stones compli- 
cating pregnancy, including the case reported 
above, and 10 cases of this complication during 
the puerperium. These cases have been classi- 
fied under pregnancy and the puerperium as 
warranted by their prominent symptoms, 
although it is perfectly evident that a gall-stone 
attack may complicate pregnancy and be 
terminated spontaneously or by operation dur- 
ing the puerperium, and vice versa. 

Cases of empyema of the gall-bladder with- 
out stone or attacks of biliary colic where the 
diagnosis has not proved correct either by oper- 
ation or through finding the calculi in the stools 


have been excluded. Otherwise it would have 
been possible to have gathered statistics from 
a much larger number of cases, since Huchard 
collected twenty cases of biliary colic during 
pregnancy and the puerperium, and Berlinc- 
Héring fifty-one similar cases. The same may 
be said of the cases of Naxera. In none of 
these was it proved that the attacks were duc 
to gall-stones. 

Age. Gall-stones are rarely found under the 
age of twenty, although they have been reported 
in the new-born and in young children. Schroe- 
der says “that under the age of twenty the per- 
centage is 2.4; from twenty to thirty, 3.2; from 
thirty to forty, 11.5; from forty to fifty, 11.1; 
from fifty to sixty, 9.9; and over sixty, 25.2 
per cent.” Naturally such figures will d®pend 
upon the manner in which the statistics are 
collected. Operative statistics will show the 
presence of gall-stones where the symptoms of 
cholelithiasis made the operation imperative, 
but will give no information as to the length 
of time the calculi have been in the gall-bladder. 
Even the attempt to estimate the first appear- 
ance of the stones from the history of attacks 
of biliary colic is apt to prove futile, for the 
calculi may have been in the gall-bladder for 
a long time without giving rise to symptoms. 
Hartman, Moynihan, and Ochsner have en- 
deavored to estimate the period of the onset 
of stones in the gall-bladder from the histories 
taken just before the operations were per 
formed. The estimates vary from 28 to 38 
years of age. Bouchard asserts that in women 
biliary lithiasis is most common between 25 
and 35 years of age, in four-fifths of the cases 
the first attack occurring between the ages of 
17 and 42; in the remaining one-fifth of all 
cases it occurs after the age of fifty. 

In the 25 cases of gall-stones complicating 
pregnancy, the ages of the patients were re- 
corded in 21 instances. ‘They may be arranged 
as follows: 

Ages of patients where gall-stones complicated pregnancy. 
Between 20 and 25 years 4 cases 
IBELWEEN) 95 ANG ZO VEATS 6-00.56 cece scien 8 cases 


Between 30 and 35 years 
Between 35 and 40 years 


Youngest patient, 21. 
Oldest patient, 37. 
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The ages of the patients suffering from gall- 
stones during the puerperium were mentioned 
in seven instances as follows: 


Ages of patients where gall-stones complicated the puer- 
perium. 


Becween 20 and 25 years.................. 3 cases 
Between 25 and 30 years................... I case 
Between 30 BRO 35 Yeats... 2. sess cars I case 
Between 35: ANd 40 Years... 6. ice assis I case 
RON NN anc i5) sca lee siuanessieinaiein ard saroraiiens I case 
Youngest patient, 20. 
Oldest patient, 46. 

In nine cases occurring during pregnancy 


the patients had had previous attacks, the 
latter antedating the pregnancies all the way 
from one to twelve years. It would be im- 
possible to estimate from such a small number 
of cases the dates of the onset of the gall-stones. 
Yet the histories are interesting, for in some 
instances the patient had had similar attacks 
with preceding pregnancies, resulting in Vil- 
lard and Gélibert’s patient in a miscarriage in 
the preceding gestation. 

In one of Goldammer’s cases where a chole- 
cystotomy was performed one month after a 
miscarriage at the fourth month of the seventh 
pregnancy, the patient had suffered from 
attacks of biliary colic ever since her first preg- 
nancy. 

Sex. It has been established beyond dispute 
that gall-stones are more common in women 
thaninmen. Schroeder finds that in Germany 
they are found in 20 per cent of female and 4.4 
per cent of male necropsies. In the Man- 
chester Royal Infirmary in 228 autopsies in 
women and 524 in men, 7.9 per cent of the 
females and 2.9 per cent of the males were 
found to have gall-stones. 

In fifty cases of gall-stones Ochsner had four 
times as many in females as in males. In 
Kehr’s series of 720 laparotomies upon 655 
patients, performed from 1890 to 1902, there 
were 536 women and 119 men. 

There would seem to be good reason for 
thinking that pregnancy, labor, and the puer- 
perium may account for the frequency with 
which gall-stones or disease of the gall-bladder 
and bile ducts are met with in women. This 
is not the place to discuss this question at 
length, only to state that anything favoring 
the retention of bile within the gall-bladder is 
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undoubtedly a factor in the formation of cal- 
culi. Bile remains sterile only so long as there 
is no obstruction to its onward flow. It has 
been shown experimentally that infection fol- 
lows obstruction caused by ligation of the com- 
mon duct. Infection of the bile favors the 
formation of calculi. It can readily be seen 
that the enlarging, pregnant uterus is only too 
apt to encroach upon the bile passages, thus 
interfering with the onward flow of the bile. 
This also is undoubtedly favored by the limi- 
tation of the movements of the diaphragm dur- 
ing pregnancy, the lack of exercise only too 
common in the pregnant state, and the consti- 
pation with which the parturient woman is 
affected. 

According to Schroeder’s statistics go per 
cent of the women who had gall-stones had 
borne children. It is no unusual occurrence 
for the surgeon during the course of an oper- 
ation for some abdominal or pelvic lesion, to 
find one or more calculi in the gall-bladder. 
For some years past, in addition to a careful 
examination of the appendix, I have palpated 
the gall-bladder, whenever danger of contami- 
nation of healthy peritoneum from a purulent 
focus elsewhere, or the condition of the patient, 
did not contraindicate such a procedure. In 
order to throw some light on the influence of 
pregnancy upon the formation of gall-stones, 
I have looked up the records of 542 women 
where the gall-bladder was palpated as an in- 
cident to some abdominal operation. My 
findings are as follows: 


Gall-bladder palpatéd during the course of abdominal 


operations. 
Number of patients where gall-bladder 
WRG PIU ncn scisiersideioinin ics 64 542 
Number of patients having gall-stones.... 64 11.8 % 


Number of patients with gall-stones who 
have had Chldfen\. 2.5.0 .....5.00:65.. 
Number of patients without gall-stones . . 478 
Number of patients without gall-stones 
who have had children............ 314 65.7 % 


These figures show that a surprisingly large 
number of women (11.8 per cent) who apply 
to the gynecologist for the relief of conditions 
outside of the liver, are found at operation to 
have gall-stones. Going back over the his- 
tories after locating the gall-stones, I find that 
in a certain proportion of cases the stones were 
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suspected. Still the main lesion in every in- 
stance was situated outside of the gall-bladder. 
What the same number of abdominal opera- 
tions in men would reveal as regards the gall- 
bladder I have no means of knowing. 

These statistics are taken from a strictly 
gynecologic clinic in a general hospital, and 
in a private hospital service almost as strictly 
gynecologic. With a different kind of material 
they very well could vary greatly. Only 75 per 
cent of the 64 patients with gall-stones had 
borne children, quite a variation from Schroe- 
der’s go per cent. To make these figures of 
value, as far as the influence of pregnancy upon 
the formation of gall-stones was concerned, it 
became necessary to ascertain the proportion 
of women without gall-stones who had borne 
children. This percentage was 65.7, or prac- 
tically 10 per cent less than in the women who 
had the gall-stones. A larger number of cases 
might change these figures considerably, al- 
though I judge not a great deal, since preg- 
nancy and the puerperium are undoubtedly 
not the only factors giving rise to gall-stones 
in women. 

Period of gestation when attack first appeared. 

In the 25 cases where the pregnancy was 


complicated by gall-stones, the period of gesta- 
tion when the attack first appeared was re- 
corded in 20 cases as follows: 


Attacks prior to pregnancy 2 cases 
First appearance during first month...........2 cases 
First appearance during 2d month 3 cases 
First appearance during 3d month 2 cases 
First appearance during 4th month 

First appearance during 5th months 

First appearance during 7th month 

First appearance during 8th month 

First appearance during labor 


In the 10 cases complicating the puerperium, 
the time of onset was recorded in 9 cases as 
follows: 

First appearance during labor 

First appearance during 1st week puerperium. .5 cases 
First appearance during gth day puerperium. . .1 case 

First appearance during roth day puerperium. .1 case 

First appearance during 3d week puerperium. .1 case 


In the pregnancy cases it is significant that in 
nearly one-third of the patients the onset of the 
attack is at the period of gestation when the 
uterus is approaching the level of the umbilicus, 
when as an abdominal organ it is beginning to 


crowd the intestines toward or upon the bile 
passages. If eleven per cent of all women 
have gall-stones, a certain proportion, as far 
as their biliary passages are concerned, may 
be said to be in a state of unstable equilibrium. 
Such women will be subject to attacks at about 
the fifth or sixth months of gestation when the 
growing foetus is beginning to hamper the elimi- 
native powers of the liver. This tendency is 
enhanced by the injudicious use of the corset in 
attempts to conceal the size of the abdomen, 
and the increase in the sedentary habits of the 
patient. 

In the puerperium it is to be noted that in 
half the cases the attacks occurred during the 
first seven days post-partum. This may be 
explained by traumatism to the biliary passages 
during labor, to the great eliminative processes 
going on at this period, to the change in intra- 
abdominal pressure, and finally, to the enforced 
rest in bed with its attendant constipation 
(Vineberg). 

Chills and rise in temperature. During preg- 
nancy complicated by gall-stones, there were 
chills followed by a rise in temperature in 6 
cases. In the case reported above there were 
chills but no elevation of temperature. In 
three of the cases there was jaundice, and in 
these instances pus was present in the gall- 
bladder or common duct. In only three in- 
stances were chills and increased temperature 
associated with jaundice. In 6 cases there 
was fever without chills. In two puerperal 
cases chills were recorded, both associated 
with fever, but neither with jaundice. 

Jaundice and location of gall-stones. This 
is a particularly interesting symptom of chole- 
lithiasis in the pregnant woman since icterus 
undoubtedly has a tendency to start up uterine 
contractions. ‘Thus whether due to obstruc- 
tion in the common duct or to changes in the 
liver cells, icterus whether acute or chronic is a 
constant menace to the foetus. The nearer 
gestation approaches full term the greater is 
the danger of interrupting pregnancy. In 
some cases the placenta does not serve as a 
barrier to the passage of the maternal bile, so 
that nutritional and other changes are apt to 
follow its absorption into the foetal tissues. 
Finally every case of icterus in the pregnant 
woman may cease to be benign and assume the 
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malignant type, represented by acute yellow 
atrophy of the liver. 

Amongst the 25 pregnant cases tabulated, 
15 had jaundice in varying degrees of intensity, 
a surprisingly large number, since Kehr states 
that in 80 to go per cent of his cases jaundice 
was absent where calculi were lodged in the 
gall-bladder or cystic duct. Even in common 
duct stones it was absent in one-third of the 
cases. The location of the stones where the 
jaundice was present is as follows: 

Jaundice and location of gall-stones. 
CalCUE 14 GAN“DIRAGET..4.. 060505 000 en sa nus 7 cases 
Calculi in common duct 


Calculi in common duct and gall-bladder 
Calculi in common duct, gall-bladder and hepatic 


Ra RE ID URE tas. 210 cha ataeis nameneiuieaite 2 cases 

Thus jaundice existed in fully one half of the 
cases where the calculi were limited to the gall- 
bladder, and in 100 per cent of the cases where 
the common duct alonewas the seat of the gall- 
stones. It would appear as if this high per- 
centage of jaundice where pregnancy is com- 
plicated by gall-stones can only be explained 
by the tendency of pregnancy to produce jaun- 
dice in a constitutional way without the aid of 
obstruction in the shape of calculi. 

There was only one case of jaundice among 
the puerperal cases, the stones in this case 
occupying the gall-bladder and the common 
duct. 

Operation: Of the 25 cases of gall-stones 
during pregnancy, 23 were operated upon with 
3 deaths, or a mortality of 13.04 per cent. 


Operations upon 23 cases of gall-stones 


pregnancy. 


during 


Number of operations 

RS CSS | ne er ea 3 
Operative mortality 

Recovery without operation 


Of the 1o puerperal cases, g were operated 
upon with 1 death, a mortality of 11.1 per cent. 


Operations upon g cases of gall-stones during the 
puerperium. 

Dotal number Of CASES... oo... wees seen 10 

Number of operations 

Number of deaths 

Operative mortality 

Recovery without operation 


Three deaths out of twenty-three cases oper- 
ated upon during different periods of gesta- 


PREGNANCY AND THE PUERPERIUM 


tion for biliary calculi where from the nature 
of the case the operation would only be per- 
formed because of urgent indications, is cer- 
tainly a very good showing. The number of 
operations, even if those performed upon the 
puerperal cases be included, is too small for 
sweeping deductions, since many factors con- 
tribute to a fatal ending in gall-stone operations. 
Chief among these is the position of the stones, 
since the mortality is considerably higher after 
removal of stones from the common and he- 
patic ducts. 

The location of the stones is indicated in the 
following table: 
Location of stones in 25 cases of cholelithiasis during 

pregnancy. 

Calculi in gall-bladder 
Calculi in common duct 
Calculi in gall-bladder and common duct 
Calculi in gall-bladder and cystic duct........ 
Calculi in common and hepatic ducts...... 
Calculi in gall-bladder, cystic duct, and common 


.-14 cases 


I case 
I case 
I case 


Calculi in gall-bladder, common duct, and he- 
patic duct 
Calculi in stools 


All of the common duct cases recovered 
except the present case where the stones were 
located, not only in the common duct but in 
the gall-bladder and hepatic duct as well. The 
fact that the patient was pregnant had very 
little to do with the fatal result in this case, for 
the patient died from uncontrollable hzemor- 
rhage, arising from the lessened coagulability 
of the blood brought about by the intense 
icterus. The same result is occasionally met 
with in the non-pregnant patient. 

Rhett’s fatal case was operated upon in 1888 
when the technique of gall-bladder surgery 
had not been perfected. Labor came on soon 
after the operation and the patient died later 
of peritonitis. It is probable that under mod- 
ern aseptic surgical methods, the patient would 
have survived. 

The third death, reported by Roith, resulted 
from a cholecystotomy for an infected gall- 
bladder containing pus and stones. 

For the sake of completeness the location of 
the gall-stones in the puerperal patients will 
be appended below, although the operative 
result differs very little from the pregnancy 
cases. 
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Location of gall-stones in 10 cases of cholelithiasis during 
the puerperium. 


Calculi in gall-bladder 

Calculi in cystic duct 

Calculi in gall-bladder and common duct 
Rupture of gall-bladder and escape of calculi. . . 


I case 

The only fatal case in this series, that of Rose, 
was unavoidable, since death resulted from 
rupture of an empyema of the gall-bladder with 
gall-stones into the peritoneal cavity. Death 
resulted within three days in spite of the oper- 
ation. 


PERIOD OF GESTATION WHEN OPERATIONS 
WERE PERFORMED 


It is essential to consider the period of ges- 
tation when the operations were performed, 
for this has a distinct bearing upon the results 
of operations performed upon pregnant pa- 
tients. The nearer the operation is to full 
term the greater will be the chances of inter- 
rupting the pregnancy, hence the greater the 
possibilities of sepsis outside of that resulting 
from the operation itself. This is shown by a 
study of such operations as appendicitis, 
removal of ovarian or fibroid growths during 
pregnancy. In gall-bladder disease we have 


an added factor in the icterus, which, as has 
been stated, has a tendency to increase the 


irritability of the uterine muscle. The pres- 
ence of pus and the rise in temperature which 
usually accompanies it, are not inconsiderable 
factors in the production of miscarriage. 


Time of operation in 25 cases of cholelithiasis during 
pregnancy. 





Nostate- 
ment of 
Pregnancy 
after 
Operation 


No. of 


Cases 


Went to 


Month of Gestation Full Term} “borted 





ang fifth.:.....<... 


Between sixth 
and seventh. 























Operations performed after miscarriages 
Operations performed after full term deliveries...... 
Death after operation, foetus undelivered 
Cases Net Operated UPOR. 6. /..6.6....0106is cn sisiee ces cee 


By consulting the above table it will be seen 
that of the 19 cases operated upon during the 
different months of pregnancy, 9 went to full 
term, 3 aborted, one died before the uterus was 
emptied, and in 7 no statements were made of 
the progress of the pregnancy after the opera- 
tion. It is fair to assume, however, that this 
was an oversight on the part of the reporters, 
it being taken for granted that as this was not 
mentioned, the patient went to full term. If 
this be true we have 16 patients where the 
pregnancies were not interrupted, against 3 
who aborted, the operations being performed 
at various periods of gestation. In addition, 
two aborted before operations were performed. 
Such a showing means that pregnancy is no 
more liable to be interrupted after gall-stone 
than after other abdominal operations. 

The technical difficulties of operations upon 
the biliary passages are increased the more 
advanced the pregnancy, owing to the prox- 
imity of the enlarged uterus to the field of oper- 
ation. The necessary manipulation of the 
uterus in exposing the biliary passages, adds 
to the liability of miscarriage, as is shown by 
the fact that of the three interruptions of preg- 
nancy resulting from the operations, there was 
one each in the fifth, eighth and tenth month 
of gestation. However, the dangers of mis- 
carriage would not seem to be much greater 
after gall-stone operations than other abdomi- 
nal operations the surgeon is called upon to 
perform upon the pregnant patient. In fact 
it would appear as if, in gall-stone disease com- 
plicating pregnancy, the latter condition should 
be disregarded and the patient treated accord- 
ing to the gall-stone indications. This possible 
exception to this rule would be, that the surgeon 
ought to naturally lean toward conservatism as 
regards operation, especially where the foetus 
is not yet viable. It is not unlike the situation 
in extrauterine pregnancy. Prompt operation 
is advisable in the early months of gestation. 
If, however, the foetus has escaped destruction 
in the early months of its existence, it should be 
given a chance for its life, the mother being 
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kept under constant surveillance, so that the 
operation can be performed at any time. 

As far as the danger to the mother is con- 
cerned, a question of far greater moment is the 
type of operation to be selected. On account 
of the well known tendency of general anes- 
thesia to interfere with the eliminative function 
of various organs, notably the liver and kid- 
neys, it is of the highest importance to choose 
the operation which can be performed in the 
shortest possible time consistent with the exist- 
ing conditions of the biliary passages. In this 
way not only will the pregnant patient, perhaps 
already more or less toxic from faulty elimi- 
nation, be spared a long anesthetic, but the 
pregnant uterus will escape extensive exposure 
to the atmosphere and protracted handling. 


Time of operation in 9 cases of cholelithiasis during the 
puerperium. 

Operation 1o hours after labor 

Operation 20 day alter IAWOF... «oo. 0:630:<'< sais: ore 
Operation roth day after labor 

Operation 11th day after labor 

Operation 12th day after labor 

Operation 

Operation 

Operation 


case 
case 
case 
i case 
case 
2 cases 
case 
case 


As has been stated, all of these operations 
were successful with one exception. 


Nature of operation. Of the 23 patients 
subjected to operation for cholelithiasis com- 
plicating pregnancy, cholecystotomy was per- 
formed in 15 cases, with 2 deaths, and chole- 
cystectomy in 6 cases, with one death. In one 
instance a stone in the common duct was 
removed through the duodenum, and in one 
case the nature of the operation was not stated. 
In the g patients where gall-stones were a com- 
plication of the puerperium, there were 7 cases 
of cholecystotomy with one death, cholecys- 
tectomy, 1 case with recovery, and one case 
where the nature of the operation was not 
stated. 

Interruption of pregnancy. In the 25 cases 
of gall-stones during pregnancy, the latter was 
interrupted in 5 instances, 2 before and 3 after 
the operation. 

In Goldammer’s case of operation after an 
abortion at the fourth month of the seventh 
pregnancy, the patient had had attacks of bili- 
ary colic since her first pregnancy. She 
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aborted during a very severe attack of pain, 
in spite of the fact that the gall-stone colic was 
unaccompanied by chills, fever, or jaundice. 
In Alexander’s case of abortion prior to the 
operation at the sixth month of gestation, the 
high fever, rapid pulse, and chills undoubtedly 
accounted for the premature labor pains. 

The three miscarriages after operation, as 
before stated, were at advanced stages of ges- 
tation and in each instance were preceded by 
high fever and jaundice. 

Diagnosis. Neither during pregnancy nor 
the puerperium will there be any difficulty in 
diagnosticating gall-stone disease, if the attacks 
are typical. By this is meant if the pain be 
sharp and located in the right hypochondrium, 
if there be localized tenderness, fever, chills, 
and especially jaundice. This latter symptom 
is very suggestive of biliary lithiasis, but is only 
present in a certain proportion of cases, even 
where the calculus is lodged in the common 
duct. 

Mistakes have been made by the most com- 
petent observers. Thus in Potocki’s case the 
attack during pregnancy was confounded with 
appendicitis. Where the pain of the gall-stone 
colic is atypical, and the tenderness quite 
general, it is easy to understand how such a 
mistake could be made. 

Rose’s case of rupture of the gall-bladder 
during the second stage of labor might easily 
be confounded with rupture of the uterus. In 
both there would be sudden pain, shock and 
collapse. One would have to depend upon the 
absence of any obstetric condition capable of 
producing uterine rupture, rather than upon 
symptoms common to the two conditions. 

Goldammer was led to think from an atypical 
swelling between the kidney and the liver that 
he had to deal with a hydronephrosis. A lum- 
bar incision showed a normal kidney and bili- 
ary calculi which were afterwards removed by 
an abdominal incision. 

In the puerperium the diagnosis of gall- 
stones may be even more difficult and confusing, 
since the chills, fever, and abdominal pain at 
once suggest septic infection. Pinard made 
this error in a case of gall-stone disease fol- 
lowing a forceps delivery. Although the attack 
started on the third day post-partum, the true 
nature of the disease was not recognized and 








10 SURGERY, GYNECOLOGY AND OBSTETRICS 


the operation not performed until the tenth day 

_of the puerperium. In each of Vineberg’s 
cases the medical attendant mistook them for 
sepsis until the diagnosis of cholecystitis was 
established by operation. 

Sitzenfrey mistook a very movable tumor of 
the gall-bladder in which the liver dullness did 
not extend downward to the mass for an ovarian 
cyst fixed in this region by adhesions. 

However, by bearing in mind the possibility 
of cholelithiasis in pregnancy and the puer- 
perium, the diagnosis in the ordinary case 
ought not to be very difficult. 


CONCLUSIONS 


1. Gall-stones are most commonly met with 
in women between the ages of 20 and 35. 

2. Gall-stones are more common in women 
than in men. 

3. There are reasons for thinking that child- 
bearing has something to do with the frequency 
of gall-stones in women. 

4. This was borne out by finding that in 
542 patients where the gall-bladder was pal- 
pated during the course of abdominal opera- 
tions, gall-stones were found to be present in 
64, or 11.8 per cent. 

5. The percentage of patients with gall- 
stones who liad borne one or more children was 
75, as against 65.7 in women who had no gall- 
stones. 

6. Inthe present series of pregnant patients 
with cholelithiasis, in nearly one-third of the 
cases the onset of the attack was at the fifth 
month of gestation, or at the time when the 
uterus is approaching the level of the umbilicus 
and beginning to crowd the intestines toward 
or upon the bile passages. 

7. In the puerperal cases the onset of the 
attack in one-half of the cases was during the 
first seven days post-partum. 

8. Chills, elevation of temperature associ- 
ated with jaundice are frequent in gall-stones 
complicating pregnancy and the puerperium. 

g. In the series studied there was a surpris- 
ingly large percentage of pregnant patients 
with jaundice, 15 out of 25, or 60 per cent. 

10. Only one out of the ten puerperal 
patients had jaundice. 

11. The operative mortality for the 23 preg- 
nant patients was 13.04 per cent. 


12. The operative mortality for the puer- 
peral cases with cholelithiasis was 11.1 per 
cent. 

13. In the pregnant patients with chole- 
lithiasis more than one-half of the stones were 
in the gall-bladder alone. The same may be 
said of the puerperal cases. 

14. It is probable that there is no greater 
tendency for gall-stone operations to interrupt 
pregnancy than is the case with other abdomi- 
nal operations during various periods of ges- 
tation. 

15. It is advisable when cholelithiasis 
complicates pregnancy and the puerperium, to 
choose the operative procedure which can be 
performed in the shortest possible time con- 
sistent with the existing conditions. 

16. The condition of the pregnant patient 
as regards the cholelithiasis should be the 
determining factor as to when the operation 
should be performed. Whenever possible the 
operation should be postponed until the child 
is viable. 

17. The diagnosis of cholelithiasis during 
pregnancy and the puerperium will not be 
difficult in typical cases, if the possibility of the 
complication be borne in mind. Much reli- 
ance can be placed upon the jaundice, which 
seems to be more prevalent in pregnant than 
in non-pregnant women with gall-stones. 
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REPORT ON THE EMPLOYMENT OF VACCINE THERAPY IN GYNE- 
COLOGY AND OBSTETRICS! 


By J. WHITRIDGE WILLIAMS, M. D., EDWIN B. CRAGIN, M. D., anp FRANKLIN S. NEWELL, M. D. 


EFORE beginning its report, your 
committee desires to express its con- 


viction that its members were unfortu- 

nately selected, as none of us has worked 
upon the scientific side of the subject, and one 
of us, at least, has had no experience in the 
practical employment of vaccine therapy. 

For this reason we are unable to express an 
authoritative opinion as to its merits derived 
from personal experience, and are therefore 
obliged to base our report upon a critical study 
of the literature of the subject. With this 
object in view, Dr. Cragin reviewed the publi- 
cations dealing with gonorrhoeal infections, 
Dr. Newell those upon infections of the urinary 
tract and of the internal genitalia, and Dr. 
Williams those upon puerperal infection and 
the more general aspects of the entire subject. 
The report therefore represents the joint work 
of the three members of the committee and is 
concurred in by each of them. It is unneces- 
sary to state that the subject was approached 
with an open mind and that our judgment, as 
far as possible, is unprejudiced and objective. 

After a few general remarks concerning 
opsonins and vaccines, we shall consider the 
use of the latter in the treatment of the follow- 
ing conditions: 

1. Gonorrhceal infections, including vulvo- 
vaginitis in little girls. 

2. Infections of the urinary tract. 

3. Inflammatory conditions of the internal 
genitalia. 

4. Puerperal infections, and finally we shall 
summarize our conclusions in a few sentences. 

Following the ingenious work of Metchni- 
koff, which began in 1865, it has become rec- 
ognized as a well established fact that the leu- 
coctytes and other cells take up into their in- 
terior, foreign bodies and bacteria, which then 
undergo various changes which may eventually 
result in their destruction. The process is 
known as phagocytosis, and it is apparent that 
if all the bacteria concerned in the production 


of a disease could be destroyed in this way the 
process must come to an end. 

This view was promptly accepted, particu- 
larly in France, and, with various modifica- 
tions and amplifications, became the basis for 
the cellular theory of immunity. In Germany 
on the other hand, the establishment of im- 
munizing processes was attributed to the 
presence or development of certain substances 
in the blood serum or tissue juices, independent 
cf the leucocytes, and has led to the develop- 
ment of the humoral theory of insanity. 

For many years the differences between the 
supporters of the two doctrines were appar- 
ently irreconcilable; and it was not until Sir 
Almroth Wright enunciated his views concern- 
ing opsonins and vaccine therapy that either 
side frankly admitted that each theory was bas- 
ed upon accurate observations and was entitled 
to careful consideration. Wright’s publication 
directed particular attention to the practical 
application of the doctrines of immunity, and 
since his lectures in this country in 1907 opsonic 
or vaccine therapy has been a very live issue. 

For many years it has been known that one 
of the first responses to infection is an increase 
in the number of leucocytes — leucocytosis. 
In localized infections the process is practically 
limited to the infected area, around which the 
leucocytes form a wall of varying thickness, 
which serves partly as a means of removing 
the bacteria, but more particularly as a filter 
which tends to prevent their spreading into the 
rest of the organism. In abscess formation 
there is an extensive migration of leuco- 
cytes to the affected area, and at first they take 
up large numbers of bacteria, but later, as the 
result of insufficient nutrition and possibly 
also of certain products of the bacteria them- 
selves, they begin to break down when the 
tryptic ferment contained in them causes still 
further liquifaction of the tissues and gives 
rise to a typical abscess. 

Metchnikoff, Wright, and others pointed out 


1 Read before the American Gynecological Society,, Washington, D. C., May 4, 1910. 
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that in many of the ordinary infections, which 
are undergoing recovery, there is a marked 
increase in the extent of phagocytosis; and the 
latter holds that the increased ability to devour 
the bacteria is in great part due to the presence 
in the blood serum and tissue juices of sub- 
stances which so sensitize the former that 
they can be more readily ingested by the 
leucocytes, while at the same time their other 
properties are not affected. ‘These substances 
Wright designated as opsonins — from opsono, 
I prepare for food, or cater to, and, as they 
become more abundant during recovery or 
convalescence from disease, must be regarded 
as an essential factor in the production of 
active immunization. 

By the term active immunity we understand 
the phenomena accompanying spontaneous re- 
covery from an infectious disease and which for 
a time at least prevent a new attack; as well as 
similar changes resulting from the artificial 
injection of small quantities of the specific 
micro-organism or toxin into the tissues of the 
individual. Such a response must be regarded 
as nature’s effort to rid the organism of the 
offending bacteria and their products. In- 
creased phagocytosis, however, is only one of 
the factors concerned, and other complicated 
bodies are also produced which lead to the 
clumping, solution, and absorption of the bac- 
teria and their toxic products, namely, the 
agglutinins, lysins, and other bactericidal sub- 
stances. 

In passive immunity, on the other hand, the 
toxins which characterize the disease are simply 
neutralized or rendered inert by the injection 
into the individual of protective substances, 
which have developed in the serum of another 
individual as the result of active immuniza- 
tion. This form of immunity should therefore 
be regarded merely as a tempordry expedient, 
which simply serves to hold the disease proc- 
esses in check sufficiently long to permit 
nature to manufacture and bring into play 
such protective and bactericidal substances as 
will rid the individual of the offending bac- 
teria and their toxins. Active immunization 
on the other hand is more permanent in its 
effect, and when well developed not only copes 
with the existing infection, but affords a longer 
or shorter guaranty against its recurrence. 


It would lead us too far to consider these 
phenomena in detail, and it suffices here to 
state that the opsonins are simply one of the 
protective substances developed in the body 
fluids, and that it has not yet been determined 
whether they correspond to the ordinary am- 
boceptors or are of some other nature. In any 
event, as has already been indicated, they do 
not kill or cause solution of the bacteria, but 
simply sensitize them for ingestion by the 
leucocytes. It is generally believed that there 
are various categories of opsonins, each of 
which is specific in its action; thus a given 
serum may be rich in opsonins for the tuber- 
cle bacillus and lacking those for the strepto- 
coccus or colon bacillus. 

Wright’s great contribution to the chapter 
of immunity was the recognition of the exis- 
tence and mode of action of opsonins, as well 
as the invention of a method for determining 
the extent to which they are present. The 
latter is effected by means of the opsonic in- 
dex. This indicates the quantity of a speci- 
fied variety of bacterium which will be taken up 
by a given number of phagocytes in the serum 
of the individual to be tested, as compared with 
those devoured by the same number of phag- 
ocytes in the presence of a similar quantity 
of serum from a normal person. 

The technique for such determinations is 
quite complicated and gives reliable results 
only in the hands of expert and trained investi- 
gators. It consists in principle, however, of 
mixing one part of the serum of the individual 
to be tested, with equal parts of washed leu- 
cocytes, and of a suspension of the bacteria 
in question, placing the mixture in a thermo- 
stat for 15 minutes, making a smear and count- 
ing the number of bacteria ingested by 100 
leucocytes, and then comparing the results 
with those obtained in a similar experiment 
in which the serum previously employed is 
replaced by that of a normal person. The 
opsonic index is expressed by a fraction in 
which the results obtained in the former ex- 
periment form the numerator and those ob- 
tained in the latter the denominator. In order 
to avoid complicated figures, it is customary 
to designate the latter as unity, and to express 
the former by a decimal fraction. Thus if 242 
bacteria were counted in the preparation made 
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from the patient’s serum and 186 in the control, 
the index would be 121-93 or 1.30. 

The term vaccine, which was originally 
employed to designate the material obtained 
from cowpox and used for protection against 
smallpox, was extended by Pasteur to the in- 
jection of any bacterial culture or toxin into 
another animal for the purpose of preventing 
or curing disease. Since his time this has 
been done to a very considerable extent, and 
Wright conceived the idea that the employ- 
ment of vaccines could be considerably ex- 
tended and regulated by using the opsonic 
index as a guide for their administration. He 
held that under normal conditions the opsonic 
index should be 1; whereas in infections in 
which the patient is responding satisfactorily 
it should be higher, while in those in which 
recovery is not.occurring it should be less than 
normal. Consequently the existence of a low 
opsonic index against a given micro-organism 
indicates that the latter is the cause of infec- 
tion and that the patient is not reacting to it. 

Under such circumstances he advanced the 
theory that the injection into the subcutaneous 
tissues of a definite quantity of the offending 
bacteria, which had been previously killed by 
heat, would result in a further stimulation of 
the immunizing processes and thus favor or 
hasten cure. Ordinarily, he noted that the 
injection of a certain number of millions of dead 
bacteria would be followed by a decided reac- 
tion on the part of the patient, as well as by 
a temporary but considerable decrease in the 
opsonic index. This drop, which he desig- 
nated as the negative phase, is ordinarily of 
short duration and is soon followed by a rise 
of the index above 1. As long as it remains 
elevated no further injections are necessary, 
but as soon as it begins to decrease and ap- 
proaches unity, a further injection should be 
given. The number of vaccinations necessary 
to effect a cure varies markedly in different 
infections, as well as the number of bacteria 
injected, and the latter may vary from 5 or 10 
up to 500 or even 1,000 millions. 

When one considers the rationale of such 
treatment, it would appear a priori that it 
would probably be more useful as a prophy- 
lactic than as a therapeutic measure. Thus, 
if small quantities of the killed bacteria are 


injected into a normal individual an immun- 
izing response might be obtained, which would 
simulate that occurring in recovery from spon- 
taneous infections, and thus afford immunity 
against subsequent attacks. This has been 
done with greater or less success as a prophy- 
lactic measure against plague, cholera, typhoid 
fever, and dysentery, and the results obtained 
prove that it is a rational and scientific pro- 
cedure. 

On the other hand in the actual treatment 
of existing disease, the method does not at 
first glance appear so rational; as it would 
seem somewhat paradoxical to introduce more 
bacteria into an individual who is already suffer- 
ing from the effects of their presence. More- 
over, practical experience indicates that the ef- 
fect will differ materially according as the in- 
fection is localized or general. Wright has of- 
fered an apparently satisfactory explanation 
of the modus operandi in localized infections, 
particularly when due to the tubercle bacillus 
or the staphylococcus. In such conditions, he 
assumes that the bacteria are limited to the 
local lesion, and are shut off from the general 
organism by the Jeucocytic wall and inflam- 
matory tissues by which it is surrounded. 
Consequently they do not gain access to the 
general circulation and are thus unable to pro- 
duce an immunizing response. Whereas, when 
the vaccine is injected, opsonins are formed 
in the serum and body juices which then gain 
access to the infected area and prepare the 
bacteria for ingestion by the leucocytes. The 
favorable results obtained in this variety of 
infections apparently indicate that the theory 
is in essential accord with the facts. 

On the contrary, vaccination would at first 
glance appear to be thoroughly irrational in 
generalized infections; as in such cases large 
numbers of bacteria are circulating in the 
blood and should apparently be able to call 
forth any immunizing response of which the 
organism is capable. It would, therefore, seem 
that the individual who is suffering from the 
presence of bacteria and their toxins would 
only be damaged still further by the intro- 
duction of a greater quantity into his system. 
Wright, however, contends that in such cases 
the opsonins are not developed in the blood 
serum, but rather in the juices of the subcu- 
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taneous tissue into which the vaccine is in- 
jected, and that their formation may be suffi- 
cient to turn the tide and enable the patient 
to recover. Satisfactory proof of the correct- 
ness of this explanation has not yet been 
adduced, while the uncertain and unfavorable 
results following the employment of vaccine 
therapy in generalized infections seem to indi- 
cate that it may never be substantiated. 

Since the development of these theories, 
opsonic determinations have been made in a 
large number of diseases, and theircure has been 
attempted by means of vaccines, as is well re- 
viewed in the recent articles of Thomas and 
Tileston. How satisfactory the results have 
been in gynecological and obstetrical work 
will be shown in the following pages; although 
it would seem that the therapeutic application 
of vaccines has been more generally recognized 
than the practical value of the determination of 
the opsonic index. Wright and his followers 
believe that scientific vaccine therapy is possi- 
ble only when controlled by frequent deter- 
minations of the index, although in the hands 
of most observers, such as Fitzgerald, Whit- 
man and Strangeways, Cole, Moss, and the 
majority of German investigators, its technique 
has been found to be so difficult, and such 
variable results have been obtained, that the 
general tendency is to regard it rather as a 
scientific demonstration of the existence of 
opsonins than as a practical guide for prog- 
nosis and treatment. 

After this brief review of the theoretical 
aspects of the subject we shall now consider 
the practical results following the use of vac- 
cine therapy in gynecological aid obstetrical 
work. 

1. Gonorrheal infections. Vaccines have 
been extensively employed in various forms of 
gonorrhoeal infection, and the most satisfac- 
tory results appear to have been obtained in 
the treatment of chronic gonorrhceal] arthritis 
and of chronic vulvo-vaginitis of little girls. 
Cole and Meakins in 1907 reported the results 
obtained in 20 cases of the former, and found 
that a certain number of patients improved 
much more rapidly and satisfactorily than 
under the usual methods of treatment. At 
the same time they stated that the variations 
in the opsonic index were so great as to render 


wt 


it of very questionable value as a guide to treat- 
ment. Similar observations were made by 
Irons, Eyre and Stewart, and Hartwell, and 
their consensus of opinion, based upon a total 
of 127 cases, is that in many chronic cases symp- 
tomatic cure can be effected in a shorter time 
than with any other method of treatment. 
Such results however, do not necessarily imply 
that the gonococci were destroyed, as_ in 
several instances their presence was demon- 
strated at operation, months after the disap- 
pearance of subjective symptoms. 

According to Allen, Stropshire, Hartwell, 
and other observers, gonococcus vaccines are 
practically valueless in the treatment of acute 
urethritis, and the only author giving a favor- 
ble report is Stephens. On the other hand, 
somewhat more favorable results were re- 
ported in chronic cases by Allen, Bosanquet 
and Eyre, Laxton, and others, but even here 
only a small proportion of the patients were 
really cured. 

Good results have been reported in the treat- 
ment of several cases of general gonococcus 
septicemia, although in Dieulafoy’s two pa- 
tients gonococci could be cultivated from the 
blood long after the disappearance of all 
symptoms. 

Generally speaking it may be said that vac- 
cines exert a very favorable influence upon the 
course of chronic vulvo-vaginitis in little girls, 
and series of cases have been reported by 
Churchill and Soper, Butler and Long, Hamil- 
ton and Cook, Thomas, and Hamilton. In 
several of them equal numbers of patients were 
treated alternately by means of vaccines and 
by the usual antiseptic methods; and the gen- 
eral consensus of opinion is well summarized 
in the conclusions of Butler and Long: ‘We 
believe it no exaggeration to state that vaccine 
therapy has a place in the treatment of gonor- 
rhoea in the female, that it appears to be far 
more efficient and at the same time scientifi- 
cally more tenable than local antiseptic treat- 
ment.” 

Possibly the most conclusive demonstration of 
its utility has been adduced by Hamilton, who 
reports the results obtained in 344 patients 
observed in the Vanderbilt clinic. He states 
that in 260 patients treated by irrigation with 
various antiseptic solutions 60 per cent of cures 
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resulted after an average duration of 10.1 
months of treatment ; whereas go per cent of the 
80 patients treated by vaccines were cured 
after an average treatment of 1.7 months. 
Even in this the most favorable series thus far 
reported, vaccine therapy did not give uni- 
versally good results, as a certain proportion of 
cases failed to receive any benefit from it. 

Contrary to the general experience in other 
infections, the general opinion seems to indi- 
cate that in this condition almost as satisfactory 
results may be obtained by the employment of 
stock vaccines as by those prepared from or- 
ganisms cultivated directly from the patient. 
On the other hand, one should bear in mind 
the possibility that in some of the cases in 
which no reaction occurred the vaccine em- 
ployed was inert. 

2. Infections of the urinary tract. Series 
of cases comprising the various inflammatory 
conditions of the bladder, ureter, and renal 
pelvis due to various bacteria have been re- 
ported by Lenhartz, Dodge, Rovsing, and 
Hartwell and Streeter. In the majority of 
cases the infection was due to the colon bacillus, 
which was noted in forty-one of the 60, and in 
twelve of the 19 cases reported by Dodge, and 
Hartwell and Streeter respectively. In such 
conditions, no matter what the infecting or- 
ganism may be, stock vaccines are useless; but 
in the milder cases of colon infection autog- 
enous vaccines are sometimes efficient in that 
they bring about symptomatic cure, but rarely 
lead to the total disappearance of the bacteria 
from the urine. It may be stated that some- 
what better results are obtained in pyelitis than 
in cystitis, although the possibility of drawing 
definite conclusions in this regard is rendered 
difficult by the fact that the majority of the 
patients had been subjected to medicinal and 
surgical treatment, as well as to vaccine 
therapy. 

Geraghty, after reviewing the subject in 
1909, stated that the evidence thus far avail- 
able would seem to indicate that vaccines are 
useless in streptococcus infections, but pos- 
sess a certain value in the treatment of those 
due to the colon bacillus. 

In addition to the larger series just men- 
tioned, isolated cases have been reported by 
Leary, Francioni, White and Eyre, Butler, 


Schmidt, Cunningham, Briscoe, Billings, Bel- 
field, and others. In some patients sympto- 
matic cure resulted, while in others the vac- 
cines appeared to exert no effect upon the con- 
dition; but even the most enthusiastic advocates 
of their employment admit that the bacteriuria 
usually persists. 

As far as we have been able to ascertain, 
French and Routh are the only authors who 
have thus far employed vaccines in the treat- 
ment of the pyelonephritis of pregnancy. In 
each instance symptomatic cure resulted, but 
bacteria persisted in the urine until after 
delivery, when the process gradually cleared up. 
From the evidence at present available, it 
would seem permissible to conclude that the 
results following vaccine therapy in the pye- 
lyetis and pyelonephritis of pregnancy are 
practically identical with those obtained by 
rest in bed and the administration of salol or 
urotropin, as in both symptomatic cure 
results, but the bacteriuria persists until after 
the termination of pregnancy. 

3. Infection of the generative tract. Wright 
and Harris have reported good results following 
the administration of autogenous colon vac- 
cines in certain cases of endometritis compli- 
cated by cervical catarrh. In numerous in- 
stances, however, the amount of the discharge 
was merely diminished, and a definite cure was 
not effected until after the patient had been 
curetted. 

Hoobler, Leary, and Oastler have also re- 
ported cases in which chronic pelvic inflamma- 
tion persisted after operation, and was compli- 
cated by prolonged suppuration and the devel- 
opment of fistulous tracts. In several instances, 
no matter whether the lesion was due to the 
streptococcus, colon bacillus, or to mixed 
infections, the condition gradually cleared up 
after the repeated administration of suitable 
vaccines. Whether such results were post hoc 
or propter hoc it is impossible to say, as 
accurate conclusions cannot be drawn from the 
few cases thus far reported. Similar treat- 
ment was employed by Oastler, and Hartwell, 
Streeter and Green in certain chronic peritone- 
al infections, broken down laparotomy wounds 
and sluggish sinuses. They reported fairly 
satisfactory results, and it is possible that such 
conditions may afford a field for the more ex- 
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tensive employment of vaccine therapy in the 
future. 

Moreover, it is interesting to note that Lerda 
and Ritchie have attempted in certain opera- 
tive cases to diminish the possibility of infec- 
tion by vaccinating the patient prior to resorting 
to surgical procedures. Their results however, 
were not sufficiently encouraging to make it 
likely that they will find many imitators. 

4. Puerperal infection. ‘The greater part 
of the work thus far reported in this condition 
has consisted in atterapting to ascertain the 
diagnostic and prognostic value of the opsonic 
index in »::mal pregnant and _ puerperal 
women, as wel! as in the presence of infection; 
while a comparatively small number of ob- 
servers have reported the results following the 
employment of vaccines in the treatment of the 
latter condition. 

Eisler and Sohma studied the opsonic index 
in rabbits and guinea pigs, which had been 
immunized to streptococci, and found that 
opsonins were not transmitted to the foetus 
in utero, but readily passed over in the mater- 
nal milk. 

Series of opsonic determinations have been 
made in pregnant and puerperal women by 
Koessler and Neumann, Heynemann and Barth, 
Gugigsberg, Cathala and Lequeux, Martin, 
Robbers, and Much. With the exception of 
the last two, all of these investigators concluded 
that such determinations were so difficult and 
gave such variable results that the opsonic 
index was practically of little value either 
in the diagnosis or treatment of infectious con- 
ditions occurring during pregnancy or the 
puerperium. Much, however, believed that 
useful results might be obtained, while Robbers 
found that repeated determinations were neces- 
sary to justify a definite conclusion and, be- 
fore it has reached, the diagnosis would have 
been established by the usual bacteriological 
methods. 

Koessler and Neumann made the interesting 
observation that the opsonic index for the 
tubercle bacillus was normal in only 48 per 
cent of puerperal women, as compared with 87 
per cent in other normal individuals. They, 
therefore, concluded that in such patients the 
resistance to tuberculosis was lowered, and that 
the condition offered an explanation for the 
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ravages which it made when developing or 
flaring up during the puerperium. 

Before considering the therapeutic value of 
vaccine therapy in puerperal infection, it may 
be stated that in the ordinary local infections, 
no matter to what variety of bacteria they may 
be due, the natural tendency is toward recovery, 
and consequently specific treatment is usually 
unnecessary. On the other hand, when the pro- 
cess passes beyond the uterus, it rapidly gives 
rise to peritonitis or general infection —condi- 
tions which are soserious thatany eflicient means 
of treatment would prove a great benefaction. 
In such cases the infecting micro-organism is 
usually the streptococcus, staphylococcus 
aureus or colon bacillus, either alone or in com- 
bination, and the question, therefore, resolves 
itself into the possibility of combatting the 
resulting peritonitis or general infection; as 
the short time necessary for invasion by highly 
virulent bacteria makes impossible any at- 
tempt to jugulate the original local infection 
by the comparatively slowing acting vaccines. 

Moreover, in view of the fact that all of the 
bacteria concerned are subject to marked varia- 
tions, itis imperative, if satisfactory results are to 
be obtained, to employ autogenous rather than 
stock vaccines. Unfortunately, their preparation 
necessitates siill further delay, so that the fate of 
the patientis usually sealed before the firstinjec- 
tion of autogenous vaccine can be administered. 
For these reasons, the prospect for successful 
vaccine therapy in the acute generalized infec- 
tions does not appear encouraging; and Sir 
Almroth Wright informed one of the members 
of the committee last autumn that he held the 
same opinion, and that favorable results could 
be expected only in the more chronic cases. 

On surveying the literature we find that 
comparatively few cases of streptococcus infec- 
tion have been reported, although Wright in 
1907 stated that vaccine therapy had been 
employed in six cases of sterptococcus endo- 
carditis with four deaths, three of the patients 
showing a distinct immunizing response, which 
was absent in the others. Allen in 1908, like- 
wise, considered the results fairly satisfactory 
and referred tothe cases of Sutcliffe and Bayly, 
Harris, Barr, Bell and Douglas, but the more 
recent reports have not been encouraging. 
Weaver and Tunicliffe likewise reported sat- 
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isfactory results in chronic streptococcal otitis 
media following scarlet fever, as well as in 
certain cases of erysipelas. 

Isolated cases of puerperal infection have 
been treated by vaccines by, Jewett, Turton, 
Crowe and Wynn, Wilson and Oastler, while 
a series of 18 cases was reported by Hart- 
well, Streeter and Green. 

Careful study of the histories of these pa- 
tients has failed to convince us that the vac- 
cines have exerted any marked effect upon the 
course of the disease, while in several instances 
we received the impression that recovery would 
have resulted no matter what line of treatment 
had been adopted. The only authors who 
have thus far reported a considerable series of 
cases are Hartwell, Streeter, and Green. They 
treated 18 patients by vaccines in conjunction 
with the usual medical and surgical methods of 
treatment, and stated that streptococci were 
demonstrated once in the four instances in 
which blood cultures were made. All of the 
patients recovered, and in eleven the authors 
believe that repeated vaccinations had some 
effect upon the course of the disease, while in 
the others it appeared to be without effect. The 
fact, however, that in a number of cases vacci- 
nation was repeated many times at intervals of 
several days, would seem to indicate that the in- 
fection, if really generalized, pursued a chronic 
course. Tileston, however, in his recent review 
of the entire subject considers that their results 
were at least encouraging enough to lead to 
further trial. 

Rosenthal, Heynemann and Barth, Gugigs- 
berg, and others have concluded that this 
method of treatment offers no prospect of cure 
in acute infections, although they admit that it 
may possibly be of value in certain chronic cases. 
On the other hand, Meakins believes that he 
has obtained good results in acutely infected 
rabbits and thinks that the outlook is promising. 

After this survey of the literature it seems safe 
to conclude that vaccine therapy has as yet been 
employed is so few cases of puerperal infection 
that it is impossible to express a definite opin- 
ion as to its merits. At the same time it would 
appear that the greatest prospect for its suc- 
cessful use is in chronic local infections, and 
that it offers very little hope in acute general 
infections where aid is so urgently needed. 


We would suggest that it is advisable to con- 
tinue work along these lines, and that large 
series of cases should be treated with careful 
bacteriological control, every alternate patient 
receiving the vaccine and the other being left 
alone, or, if subjected to local treatment, care 
should be taken that it be identical with that 
employed in the vaccine cases, so that with the 
exception of the use of the vaccine all condi- 
tions will be as nearly alike as possible. If 
under such conditions a radical difference can 
be noted in the behavior of the two series, it 
would be permissible to attribute it to the 
treatment. Only in this way will it be possible 
to draw tenable conclusions; as we hold that 
those drawn from isolated cases are absolutely 
valueless, and even large series of cases which 
are not controlled can prove but little, as under 
such conditions it is impossible to exercise 
critical judgment, and it may well happen 
that conclusions may be drawn, which further 
investigation will show to be fallacious. 


CONCLUSIONS 


The evidence at present available seems to 
justify the following tentative conclusions con- 
cerning the value of vaccine therapy in gyne- 
cology and obstetrics. 

1. Opsonins undoubtedly play a part in the 
production of active immunity. On the other 
hand the determination of the opsonic index 
is technically very difficult and is subject to 
such variations that it is not available as a 
diagnostic or prognostic guide, and even among 
trained bacteriologists there is considerable 
skepticism as to its practical value. 

2. Immunization by means of vaccines is a 
well established prophylactic measure against 
certain infectious diseases, notably typhoid, 
cholera, plague, and dysentery. Vaccine 
therapy is undoubtedly a valuable remedial 
agent in local infection due to the tubercle 
bacillus or the staphylococcus, less so in local 
infections due to other pathogenic bacteria, 
while there is considerable doubt as to its effi- 
ciency in acute general infections. 

3- In chronic gonorrhceal arthritis and ure- 
thritis it is a valuable adjunct to other treat- 
ment and occasionally may lead to cure alone. 
It appears to be useless in the acute infections, 
while it is more efficient in the treatment of 
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the vulvo-vaginitis of children than any other 
means, but even here it does not always result 
in cure. 

4. In infections of the urinary tract, espe- 
cially those due to the colon bacillus, it some- 
times results in symptomatic cure, but rarely 
relieves the bacteriuria. The scanty reports 
concerning the pyelitis and the pyelonephritis 
of pregnancy, indicate that vaccine therapy 
is no more efficient than the usual treatment by 
rest in bed and the administration of salol or 
urotropin, as in neither does the bacteriuria 
disappear until after the termination of preg- 
nancy. 

5. Incertain cases of endometritis, it appears 
to reinforce the curative influence of curettage. 
The reports concerning its use in pelvic in- 
flammatory diseases are too scanty to justify 
conclusions, but it would seem that it may be 


of value only in chronic post-operative cases 
with sluggish fistula formation. 

6. As the ordinary localized puerperal 
infections, irrespective of the nature of the 
offending bacteria, tend to spontaneous cure, 
the field for vaccine therapy is practically 
limited to acute general infections where it 
unfortunately appears to be of little value, 
and the most that can be said from the reports 
thus far available is that its employment 
does no harm. 

Further research in this direction is desir- 
able, and definite conclusions can be drawn 
only after the observation of large series of 
cases, with careful bacteriological diagnosis, 
in which every alternate patient is treated with 
autogenous vaccines, while the others are left 
alone, or at most subjected to such general 
treatment as is common to both series of cases. 





ON FIBROMYOMATA OF THE UTERUS WITH SPECIAL REFERENCE 


TO ABDOMINAL 


HYSTERECTOMY ! 


A REporT OF ONE HUNDRED AND SIxty ABDOMINAL HYSTERECTOMIES FOR FIBROMYOMATA 


By I. S. STONE, M.D. 


Surgeon to Columbia Hospital, Washington, D. C. 


HESE operations have all been per- 
formed in one hospital, and the series 
includes all of the cases available for 
classification from 1903 to January 1, 

1910. 

The list is a consecutive one in that hospital, 
and operation was in no instance denied to 
any one applying for relief, who was not 
already so hopelessly ill that it was unsafe to 
use anesthesia.? We believe all such patients 
died soon afterward, before leaving the hospi- 
tal. 

In this hospital we have two races, white and 
black, in nearly equal numbers. Of the cases 
reported, 70 were in white, and go in black 
women, or those with dark skin. Nearly all 
of the women under thirty years of age were 

2One patient having a very irregular heart was tentatively refused 


operation,but afterward returned and was safely relieved of her tumor 
by a colleague. 


of the later class, or “colored.”” The youngest 
white woman was 24 years of age, while the 
youngest colored woman was 21. Of the 22 
cases under 30 years of age, 19, or over 85 per 
cent, were in women of this color. ‘ 

The following summary shows the age of 
our patients: 





Under 30 years......... 22 
oN PA > ~ 
Between 30 and go... 67 
Setween 4o and 4s..... 32 
Between 45 and 50... . 30 
Coo h5ee Cored ee ‘| 
ee 2 

100 


By way of contrast, we quote two reports of 
operative lists in hospitals where it is probable 
that negroes are rarely seen. 


1 Read before the American Gy1 ecological Society, Washington, May 3, 1910. 
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Of Bland-Sutton’s cases (reported in 1908) 


only five were under 30 years of age. ‘There 
were : 
Under 30 years........... 5 cases 
Under 4o years........... 33 cases 
Uaeder so years........... 47 cases 
Jk. 160 cases 


In Sutton’s cases 63 were over 4o years of age. 

In Scharlieb’s cases 66 were over 4o years of 
age. 

In our cases 59 were Over 40 years of age. 


TECHNIQUE AND SUTURE MATERIALS USED 

Supravaginal hysterectomy was the opera- 
tion of choice in a large majority of instances. 
Total hysterectomy is, however, growing in 
favor, as our operative list shows. We gen- 
erally double-clamp all vessels, cut away the 
tumor and tie with a double No. 2 iodine cat- 
gut suture. We emphasize the word suture, 
for we have a preference for sutures, rather 
than for ligatures, as they cannot slip off. The 
use of silk was discontinued in 1898, after a 
long, tedious case of infection which necessi- 
tated the removal of the ligatures before a cure 
was effected. The Tuffier angiotribe followed 
this, and always proved equal to the demands 
upon it, as in no case was its use followed by 
hemorrhage. 

The various quick methods of operation, 
such as Doyen’s, Kelly’s down on one side, 
then across and up on the other, as well as his 
“bisection method,” have all been tried. 
They are rather attractive and somewhat spec- 
tacular, but have not greatly impressed us with 
their efficiency. The bisection method has 
two serious objections to overcome its one ex- 
cellent feature. Our first objection is that 
blood-vessels may be injured before they are 
located, and the other is the possibility of 
spreading infection from the open and exposed 
uterine cavity. The bisection method was 
once tried in a difficult myomectomy which 
resulted in a fatal injury to a vessel at a point 
below the broad ligament, where it could not 
be reached. 

The vagina and cervical canal should be 
sterilized with iodine before the operation 
is begun, as in this manner supravaginal am- 


GYNECOLOGY AND OBSTETRICS 





putation can be changed to a total extirpation, 


if desired. We no longer use gauze drainage in 
any ‘hysterectomy operation. The rubber 


drainage tube answers every purpose. 

As a rule the ovaries have been retained in 
women under 4o years of age when they ap- 
peared to be normal. One ovary, or a part 
of one, was always retained unless its condition 
absolutely indicated its complete excision. 
We have known of only two instances when 
the symptoms subsequent to operation de 
manded the removal of one of these retaine. 
organs, while on the other hand it is excep- 
tional that women not only regret the loss of 
their ovaries, with the functions incident there- 
to, but are delighted and gratified when told 
that these characteristic organs are still in 
position. 

The ureters are easily exposed during the 
operation by taking them at the pelvic brim 
and following them along to the broad ligament 
and bladder. They need not be widely sep- 
arated from their bed, and their blood supply 
is not easily disturbed, while the satisfaction 
obtained by inspecting them is immeasureable. 
We have never injured a ureter in our entire 
experience in either supravaginal or total hys- 
terectomy, for fibromyomata.' 


COMPLICATIONS RENDERING THE OPERATION 
DIFFICULT 

By far the greatest operative difficulty is 
with the results of salpingitis; and next to 
this, pelvic peritonitis from all causes, includ- 
ing that due to infection and necrosis of the 
tumor. Tubercular or malignant conditions, 
however extensive and difficult to manage, are 
not so often seen. In 46 of our cases, either 
pyosalpingitis, salpingitis, or hydrosalpinx 
caused the adhesions and lengthened the time 
of operation. 

Cullingworth, in a report of his results of 
hysterectomy (1902), tells of many cases of 
degeneration, necrosis, etc., but declares that 
disease of the adnexa was rare (only three cases 
in 100). The nine deaths he reports were due 

1Blau reports r5 ureteral iniuries in Crobak’s clinic in Vienna, January, 
1900, to January, 1902 (Bereit. f. Geb. u. Gyn., Leipzig, 1902, Pp. 53)- 

Sutton quotes Sampson, who tells of a ‘large number of such injuries 
in one hospital. Sutton also tells of one injury to a ureter in 1,000 hys- 
terectomies, which we think a very excellent showing. It is in total 
hysterectomy that we will find the greater number of ureteral and bladder 


injuries, and we are absolutely certain that inspection is the best way 
to prevent such a serious accident. 
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to complications arising in the tumor itself and 
were not due to adnexal disease.? 

Dr. Mary Scharlieb reports but three cases 
of suppurative adnexal disease in her second 
hundred hysterectomies.? 

The condition of the kidneys, heart, and 
other organs is of the utmost importance when 
one is preparing a patient for operation, but 


we have concluded that  fibromyomata, 
although associated with these conditions, 
rarely produce such complications. The 


irregular heart occasionally seen in such pa- 
tients as we are discussing is rarely anything 
more than a neurosis, and the heart murmurs 
which formerly caused apprehension now give 
us very little anxiety. The custom of admin- 
istering morphia and atropia an hour before 
ether, has done much to relieve the patients 
of heart symptoms. 

After the abdomen has been opened we gen- 
erally examine the gall-bladder and pylorus, 
and also note the position of the stomach, trans- 
verse colon, and right kidney. The appendix 


is inspected and removed if necessary, just 
before closing the abdomen, and if the sigmoid 


and transverse colon need elevation and suture, 
this is done at the same time. 


ANEMIA. CHLOROSIS 


These conditions require attention and 
should always be studied before we resort to 
operation. But the patient should be kept 
in the hospital during this time of preliminary 
treatment. The use of the salt solution by the 
rectal method has done much for the profound 
anemia which we see associated with fibro- 
myomata. The percentage of hemoglobin 
has frequently been raised to a safe oper rative 
point in this way. 


CANCER AND SARCOMA 

We have not met with as many cases of 
association of cancer and sarcoma with fibro- 
myomata as some writers tell us they have 
seen. Dr. J. S. Neate, our pathologist, exam- 
ines all specimens and cuts sections, as deemed 
best to determine the exact nature of the 
growth. He has examined 374 tumors, of 


1 Cullingworth. Jour. Obst 
2Proc. Roy. Med. Soc., 


and Gyn. Brit. Emp., Lond., 1902, i, p. 3. 


1908, Dec 


Lond., 


vol. ii., No . 2, 14. 
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which 242 were fibromyomata; 
cinomata, and 7 were sarcomata. 
But cancer and fibromyomata he has seen 
associated only four times, and has found but 
little evidence to support the theory that fibro- 
myomata degenerate into sarcoma. ‘Two cases 
considered 


125 were 


car- 


were “doubtful” and only one 
“satisfactory.” 

Dr. Neate has never seen the so-called 
‘“grape-like’”’ cervical sarcoma. He reports: 


Angioma in the center of fibromyomata. ; 
Purulent invasion in fibromyomata. . P G. re) 


Adenomatous development of fibromyomata i 2 
Cancer in “‘stump”’ after hysterectomy....... ot 
We have notes of the following complications: 
Cancer of cervix associated with fibromyomata. . 2 
Sarcoma associated with fibromyomata....... 
Cystic, mucoid hyaline myxomatous fibromyomata 5 
Calcareous degeneration. .. . 5 
Necrotic or necrobiotic.......... 6 
Adenocarcinoma .......... 2 
RUPENMNACN so aire a Lic a sa, Senses kore a 4 
Post- -operative dilatation of cervix for drainage 3 
Post-operative pneumonia......... ° 
Post-operative pleuritis . 2 
Post-operative phlebitis............... 5 
Post-operative cerebral embolism (rec.)... I 
Post-operative pulmonary embolism (fatal)’ ..... I 
Post-operative ileus (fatal)*.. iri ters 
Post-operative hemorrhage . Sees ° 
DEATHS 

In 1803... . 1 death 
In 1897....... ee Teer .2 deaths 
PRUNE Saisie rdaekataneacen .2 deaths 
PARIS gives anared 4a Marne ahah ead .1 death 
MBG 7 8 icseassmuss priser .t death 
Supra-vaginal hysterectomies. 130 6 4.61 per cent 
Total hystere tomes... 6. 30 I 3.33 per cent 


7 percent ® 


Following the example of 
we append our latest results: 

From June 14, 1899 (case 43), until January 
1, 1910, we have had 114 abdominal hysterec- 
tomies with two deaths, or 1.75 per cent mor- 
tality.® 


many surgeons, 


3 Case 26 

4 Case 43 

5 There were thirteen operations for fibromyomata in which our in- 
tention was to perform hysterectomy, but which were completed as 
myomectomies, with 1 death. 

6In 1896 the total mortality in the London hospitals from hysterec- 
tomy, was as follows: 

Operations Deaths 

Operations in 1896 sacar ; 49 II 22.4 per 


2 cent 
Operations in 1906 a 348 II 3.13 per cent 
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DEATHS 

1. CasE 3. March 25, 1903. Mrs. A., colored, 
aged 37, was in good condition when she entered the 
hospital. Her tumor reached above the umbilicus. 
Extensive adhesions and complications, due to sal- 
pingitis, made operation difficult. There was much 
traumatism, with resulting shock and _ peritonitis. 
Death was due to peritonitis. 

2. CasE 26. April 17,1897. M. This patient had 
a simple operation with no embarrassing complications. 
She had a slight infection about the stump, and died 
suddenly of pulmonary embolism on the twelfth day. 

3. CASE 27. May1, 1897. F. This patient had 
an immense tumor, removed with the greatest difficulty. 
Her condition was very bad, owing to the degenerative 
changes in the tumor and its pressure upon all of the 
abdominal viscera and the adhesions to many of them. 
Her death was due to shock and occurred in three days 
after operation. At the present time we would regard 
her long continuance in shock as due to acute dilata- 
tion of the heart. 

4. CASE 43. June 3, 1899. J. This patient had 
been in poor health for a long time. Her tumor gave 
us but little trouble, and everything indicated a good 
result from the operation. When the usual purgatives 
were administered on the second day (the practice of 


that time) the bowels refused to respond. Her death 
was due to ileus. The autopsy on the fifth day dis- 
closed a fatty liver and kidneys, and much to our sur- 
prise, a very long adherent appendix, which had caused 
the obstruction. 

5. Case 46. June 14, 1899. C. The uterus of 
this patient contained a sloughing submucous fibroid. 
Death due to asthenia and sepsis. No autopsy. 

6. CasE 113. December 15, 1906. B. The en- 
tire tumor mass in this case filled the lower half of the 
abdomen. It was made up of a small fibromyoma with 
tubercular cheesy and purulent degeneration of the 
adnexa. The patient was saved from death on the table 
by intravenous saline solution, but died five days later 
of asthenia. 

7. CASE 137. November 2, 1907. W. Aged 75 
years. An old woman with immense tumor and long 
continued ill health, and bed-ridden. Owing to the 
development of a malignant growth in the descending 
colon and its mesentery, she had partial obstruction, 
and operation was demanded, whatever the result 
might be. It was clearly an emergency case. After 
the tumor was removed, we found it impossible to 
attack the malignant disease. An anastomosis was 
made but her condition was such that she could not be 
relieved of shock. 





THE REPAIR OF INACCESSIBLE VESICOVAGINAL FISTULAE FOL- 
LOWING HYSTERECTOMY.! 


REpoRT oF Two CASES 


By GEORGE GRAY WARD, Jr., M.D., New York City, NEw York 


Professor of Diseases of Women, New York Post-Graduate Medical School; Associate Surgeon of the Woman’s Hospital; Consulting Gyne- 
cologist to the Italian Hospital, N. Y., and to the Monmouth Memorial Hospital, Long Branch, N. J.; Fellow of 
the American Gynecological Society, etc. 


contributions to the literature dealing 

with the cure of difficult cases of vesico- 

vaginal fistula. However, most of these 
contributions have dealt with that class of 
fistula, which have been difficult to close 
owing to extensive loss of tissue, thus taxing 
the ingenuity of the operator to bring the mar- 
gins of the fistula in apposition without tension. 
The work of A. Martin, Mackenrodt, Dudley, 
and Kelly, as well as many others, in overcom- 
ing the difficulties in these cases is, of course, 
familiar to us all. 

The class of case, however, that I desire to 
bring to your attention is not of the before 
mentioned type, but is the vesicovaginal fistula, 
not infrequent to-day, which is the result of 


| N recent years there have been numerous 


trauma coincident with the operation of pan- 
hysterectomy, especially the radical operation 
for malignant disease of the uterus. This type 
of fistula is usually not large in size, and the 
difficulty of making a successful repair of this 
injury is almost entirely dependent upon its 
inaccessibility. Some years ago when the 
operation of vaginal hysterectomy for car- 
cinoma was more in vogue, the bladder was not 
infrequently wounded owing to the lack of skill 
on the part of the operator, or to the fact that 
the disease had encroached upon the bladder 
wall, making it friable, and rendering it difficult 
to detach from the anterior surface of the uterus 
by this route with safety. To-day the radical 
operation of pan-hysterectomy as advocated 
by Freund, Wertheim, Werder, Clark, and 


1 Read before the American Gynecological Society, Washington, May 3, 1910. 
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others, which necessitates such extensive dis- 
section of the uterine arteries and ureters, and 
the removal of the upper portion of the vagina, 
makes this accident one which may occur in the 
hands of the most skilled operators at times. 
Frequently the injury may not be recognized 
at the time, or if it is promptly repaired, 
failure of union in part or in whole may occur 
with the resultant fistula. Sometimes a 
sloughing of a portion of the wall of the bladder 
may occur some days after the operation, due 
to too great thinning of its walls and impairment 
of its blood supply. The case, as we usually 
see it, may come to us for relief of this intoler- 
able condition some months or even years after 
the injury occurred. ‘They have frequently 
had repeated unsuccessful operations, and 
the dread of again submitting themselves 
to anesthesia and the surgeon’s knife, in view 
of their past experiences, makes them hesitate 
to seek relief until excoriated vulva and thighs 
and the uriniferous odor attending them has 
driven them back to the surgeon. Examination 
discloses an atrophied and contracted vagina, 
and at the extreme top of the vault, a small 
fistulous opening which leads directly into the 
bladder, or as is sometimes the case, it may 
consist of a fistulous tract of some length before 
it finally enters that organ. ‘The fistula is of 
course, imbedded in the scar tissue of the 
vaginal vault which occupies the former 
position of the cervix. As Kelly has stated, 
success in difficult cases must depend upon 
good exposure and easy accessibility, therefore, 
it is self-evident that the ordinary methods of 
closing vesicovaginal fistulae will not suffice 
here. 

Since the latter part of the 16th century 
vesicovaginal fistula have been described by 
medical writers. Van Roonhuysen, in 1663, 
was the first to propose its cure by means 
of sutures. But it was not until the middle of 
the roth century, that the work of Jobert, 
Simon, and Sims placed the treatment on 
a satisfactory and scientific basis. Their 
work is familiar to us all and needs no descrip- 
tion here. The technique of the operation as 
developed by Sims has been the accepted stand- 
ard until 1894, when Mackenrodt described 
the separation by dissection of the vesical 
and vaginal walls and their separate suture. 
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This latter principle has been exploited by 
many surgeons with numerous variations 
in technique, notably Saenger, Walcher, 
Ferguson, Bishop, Bracquehaye, Lapthorn, 
Smith, and others, but the basic principle is 
the same in all. Since we have learned that 
we can separate the bladder from its normal 
attachments without injury to that organ, and 
can render its flexible walls freely movable, 
thus facilitating the closing of any abnormal 
opening, a great advance in our methods of the 
cure of this distressing malady has been made, 
especially as many of the heretofore difficult 
cases have been brought within the category 
of comparatively simple ones. 

The older operators had to resort to the 
procedure of colpocleisis after the failure of 
all other methods, in intractable cases. This 
operation, devised by Simon in 1855, converts 
the vesical and vaginal pouches into a common 
cloaca by complete occlusion of the vagina. 
The disadvantages of this procedure are 
manifest, and at the best it was a confession 
of defeat on the part of the operator, and was 
only justified when the patience of an Emmet 
was exhausted. 

Inaccessible fistula have been successfully 
attacked by many routes. Trendelenburg’s 
method is to open the bladder through a 
suprapubic incision and to close the fistula 
intravesically. This method sometimes does 
not admit of success owing to fixation of the 
vaginal vault and bladder base by extensive 
adhesions, which prevent the fistula being 
made accessible through the bladder incision. 

Von Dittel’s method is to use the abdominal 
route to dissect the bladder free from the uterus 
(if present) and vagina, so as to expose the 
fistula and bring it within reach for closure 
through the abdominal incision. 

Frank has opened the abdomen and freed 
the bladder and uterus by dissecting the 
peritoneum from the bladder as far as the 
vesicouterine pouch, and dividing the round 
ligaments and surrounding fascia, thus causing 
an artificial descensus of the bladder and 
uterus and making the fistula accessible from 
below, by which avenue it is closed. The 
organs are then replaced by suture in their 
normal position from above. 

Kelly, in 1899, reported a case in which he 
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attempted to close a fistula by the  trans- 
vesical method and being unable to secure any 
kind of a detachment that would permit of 
direct suture of the opening, he denuded the 
bladder mucosa from one side of the bladder 
incision to the other anterior to the fistula, 
and sutured the denuded surfaces so as to 
throw out of use that portion of the bladder 
involved in the fistula. In 1902 he wrote on 
the subject of dealing with these inaccessible 
cases and advocated the employment of the 
knee chest posture in order to get a good ex- 
posure of the vaginal vault and distension of the 
bladder, and the opening of the peritoneal 
cavity widely from side to side in the line of 
the transverse scar, so as to free the bladder 
from its fixation at the vaginal vault and render 
it mobile. The vault is opened with a small 
incision at first, and this incision is extended 
transversely to the limit of the vaginal walls, 
thus destroying the vaginal vault and setting 
the bladder free. A large gauze pad with a 
tape attached is then thrust into the peritoneal 
cavity and by traction on this the bladder is 
crowded down toward the vaginal outlet, while 
at the same time the abdominal cavity above 
is protected from the dripping urine which on 
account of the knee chest posture is in danger. 
For this reason it is also necessary to wipe out 
the cavity of the bladder from time to time to 
free it from urine. The fistula by reason of the 
bladder being displaced downward by the gauze 
pad through the transverse incision in the 
vaginal vault, becomes accessible and can then 
be repaired. After the closure of the fistula, the 
air in the abdominal cavity is removed by 
filling the abdomen with saline solution to the 
level of the vagina, thus displacing the air, 
and the solution is of course evacuated upon 
the patient resuming the dorsal position. 
Kelly claims the following advantages for this 
method; viz., on account of the knee chest 
posture and the widely distended bladder the 
blood runs down into this vesical reservoir and 
thus avoids the necessity of constant irrigation 
and sponging; the actual amount of bleeding 
is much less in this position, than in the dorsal 
posture; the field of operation is more conven- 
ient so that the operator works on a plane below 
or in front of him, and not above him; the 
tissues being tense are more easily handled 


than tissues that are flaccid and collapsing; 
and lastly, that when the vesical and vaginal 
tissues stretched in this way are incised they 
tend to slide apart in different planes. 

Thus it is seen that these inaccessible fistule 
have been attacked by both the vaginal and 
abdominal routes with many variations in 
technique to suit the special conditions in 
each individual case. 

Trendelenburg’s transvesical method, and 
also Von Dittel’s, have been much in vogue 
since their appearance, and are probably more 
frequently resorted to in these inaccessible cases 
than the vaginal route. At the best the supra- 
pubic operations are severe and extensive, and 
also give a greater mortality than the vaginal 
operations. In many cases they are rendered 
very difficult owing to fat abdominal walls. 

The writer has successfully attacked this 
problem by the vaginal route in the two cases 
herein reported, and the guiding principles in 
the technique employed were, first,— the thor- 
ough and extensive separation of the bladder 
base from the anterior vaginal wall and 
then from the adhesions above the vaginal 
vault, and second,— the displacement of the 
now movable bladder downwards through the 
large vaginal incision so as to bring the fistulous 
opening within easy reach. 


CasE 1. Miss E. L., first came under my care in 
September, 1902, having been referred to me by Dr. 
De Garmo. She was forty-seven years of age at that 
time, and was a large stout woman. Examination 
disclosed well advanced epithelioma of the cervix. 
The cervix was greatly enlarged, of normal shape, and 
of a dark purplish color. On making moderate pressure 
with the finger the external surface broke through, 
showing that the disease had completely destroyed the 
interior of the cervix, leaving the external surface like 
a shell, thus maintaining its contour. No macroscopic 
involvement of the broad ligaments or vaginal vault 
could be determined. On September 12, 1902, I 
opened the abdomen and removed the uterus and 
adnexa by an ordinary pan-hysterectomy. I also 
cauterized the cervical site with the paquelin cautery 
before completing the operation. The patient made a 
speedy recovery, but returned, not unexpectedly, seven 
months later with a recurrence of the disease in the 
vaginal vault. Examination at this time showed a 
nodule the size of a walnut on the posterior surface 
of the bladder and base of the broad ligament. On 
April to, 1903, I reluctantly operated, removing the 
nodule, after opening the vaginal vault and dissecting 
as much of the cicatricial tissue away as possible. 
I then cauterized the whole of the area as much as I 
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dared, having in mind the proximity of the bladder. 
After I had left the hospital, the patient had a severe 
hemorrhage from the base of the broad ligament, 
which was arrested by the application of clamps by 
Dr. Boldt, who happened to be in the hospital at the 
time. I, of course, had no idea of doing more than a 
palliative operation at this time with the idea of pro- 
longing her life for a few months, but when I tell you 
that she is alive and in perfect health to-day, nearly 
eight years after the original operation, it emphasizes 
the great importance of the teachings of the late Dr. 
Byrne of this Society, as to the value of the cautery in 
malignant disease of the uterus. The cautery un- 
doubtedly saved this woman’s life, but at the expense 
of her bladder, as a few days after the operation she 
developed a vesicovaginal fistula which opened into 
the vault. The patient would not consent to an attempt 
at closure of the fistula until May, 1906. The fistula 
presented a small opening at the top of the vagina, and 
with the patient in the Sim’s position, an attempt to 
close it was made by making a crucial incision and a 
dissection of the vaginal flaps at the site of the fistula, 
in order to make the bladder accessible, but the expos- 
ure was unsatisfactory and the vaginal route was 
abandoned for the suprapubic. The very fat abdominal 
walls and the dense adhesions of the rectum and _poste- 
rior surface of the bladder, the result of the extensive 
cauterization at the previous operations, compelled 
an abandonment of this method also, as decidedly less 
advantageous than the vaginal route in this case. 
So a return was made to the original operation, and the 
fistula closed very imperfectly, as shown a few days 
later when a complete failure resulted. 

I lost track of the patient after this, and supposed 
she had succumbed to the original disease, but in 
May, 1909, she returned to me in good health and 
showing no evidence of recurrence whatsoever. Her 
condition was pitiable, however, her thighs and external 
genitals were excoriated and in a distressing state due 
to the constant dribbling of urine. She has been 
unable to retain her position in a department store owing 
to the uriniferous odor, and she was ready to again 
try for relief. She was still very stout, having increased 
her weight if anything, and was now about fifty-five 
years of age. The vagina was markedly contracted 
due to atrophic changes, and the tissues were less 
elastic than at the previous operations, and the case 
owing to the smallness of the vagina, was even less 
favorable than before. I operated as follows; I first 
made deep paravaginal incisions in each vaginal 
sulcus, severing the anterior fibres of the levator ani 
muscle, as advocated by Schuchardt. This at once 
rendered the vaginal vault much more accessible. 
I then made an incision from just below the external 
meatus extending up the middle line of the anterior 
vaginal wall to the fistulous opening in the vaginal vault 
and continued this incision on the posterior vaginal 
wall for about two centimeters beyond the fistula. 
A transverse incision was made at right angles to the 
above, extending to the extreme limits of the vaginal 
vault and passing through the fistula. The separation 
of the anterior vaginal wall from the bladder was then 
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begun at the extreme outer end of the incision just poste- 
rior to the external meatus and continued after the 
manner familiar to you all in the newer radical opera- 
tions for cystocele (See Figure 1). This dissection of 
the vaginal flaps was carried out very widely. and thor 
oughly, completely separating the bladder in its lower 
attachment to the vagina before extending the dissection 
upwards towards the region of the fistula with its sur- 
rounding adhesions. I believe this to be an important 
point in the technique which makes for success in this 
type of case. The line of cleavage between the blad- 
der wall and the lower vagina was easily found, as it 
was free from adhesions, then when this was established, 
it was comparatively easy to follow up this plane to the 
region of the adhesions, and it allowed of their separa- 
tion by tearing or cutting with scissors, with a fair de- 
gree of safety until the bladder was completely loosened 
from the vaginal vault. It is important to make the 
lateral dissection of the bladder as wide as possible at 
the vault to insure success in the next step of the opera- 
tion, which was to dislocate the bladder downwards 
and outwards through the incision in the anterior vagin- 
al wall. To accomplish this purpose I utilized a straight 
male sound, No. 28 French scale, which was passed 
into the bladder through the urethra and used as a 
lever to displace the organ. (See Figure 2.) It was 
surprising how far down the base of the bladder could 
be brought in spite of the extensive adhesions above. 
The fistula was thus made easily accessible and the 
opening was closed with interrupted No. 1 chromic 
catgut sutures without further denudation of its edges. 
These sutures penetrate the muscular coat of the bladder 
only and have the effect of turning in the edges of the 
fistula. The vaginal incision was then closed with 
silkworm gut sutures, being careful to catch the base 
of the bladder to one side of the line of sutures closing 
the fistula, in order to avoid the dead space and to 
bring the lines of suturing in different positions. The 
paravaginal incisions were then sutured and a self- 
retaining catheter inserted. The result was perfect 
and remains so at the present time. 

CasE 2. Mrs. H. W., age 34, was admitted to my 
service at the Post-Graduate Hospital in March, 1909, 
with epithelioma of the cervix. This patient was also 
very fat and difficult to examine. As the uterus was 
movable, it was thought that she might be given the 
benefit of a radical operation. I accordingly opened 
the abdomen and did a pan-hysterectomy, making an 
extensive dissection of the ureters, and removed as 
much of the broad ligament and vaginal tissue as pos- 
sible after the method of Wertheim. In dissecting out 
the right ureter I found it completely surrounded with 
a carcinomatous nodule where it entered the bladder. 
As this nodule involved the bladder, I deemed it best 
to resect that portion of the bladder wall just superior 
to the insertion of the ureter. I closed this rather large 
opening in the bladder with chromic catgut sutures 
and provided vaginal drainage. The patient made a 
good recovery, but was left with a vesicovaginal 
fistula in the cicatrix of the vaginal vault. Seven 
months later she returned to have the fistula closed. 
She had gained in weight and was feeling well, but 
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Fig. 1. 
bladder from vaginal wall where line of cleavage is easily 
found, before separating bladder from adhesions at the 


Note point of commencement of dissection of 


vault. Also paravaginal incisions. 


there were undoubted evidences of induration in the 
vault, showing a recurrence of the disease. I operated 
purely with the idea of making her comfortable during 
the few months she would have left to live, and I 
adopted the same plan of operation as in case 1. The 
dissection was very difficult and tedious in this case 
owing to the recurrence of the disease, which was plain- 
ly beyond surgical relief. The patient had a perfect 
result so far as the cure of the fistula was concerned. 


If the vaginal route is the one chosen, the 
chief essential to success is the thorough free- 
ing of that portion of the bladder which is 
intimately adherent to the scar tissue above the 
vaginal vault. This is where the greatest 
difficulty lies, especially if the cautery has been 
freely used as in the first case I report. ‘The 
point in the technique which I wish to em- 
phasize is, that in separating the bladder 
base from the vagina, the dissection should 
commence at the outer end of the incision near 
the urethra (as indicated on figure 1,) where 
there is absence of scar tissue and where it is 
a simple matter to find the line of cleavage be- 


tween the bladder wall and the vagina. This 
having been established the separation is 
carried upwards and outwards until the cica- 
tricial tissue in the region of the fistula is 
encountered, when the dissection progresses, 
partly by tearing and partly by snipping with 
scissors, with a fair degree of safety by reason 
of the line of cleavage having been first estab- 
lished, and by the use of a sound in the bladder 
as a guide. If care and patience are taken to 
free the bladder laterally to the utmost limit, 
not only at the vaginal vault, but also the length 
of the anterior vaginal wall, the next pro- 
cedure of dislocating the bladder downwards 
and outwards through the wide vaginal incis- 
ion by means of a sound in the bladder, will 
be greatly facilitated. The employment of an 
instrument introduced into the bladder to 
bring its posterior wall within reach and to act 
also as a counterpoint has been advocated by 
Pasteau of France, and he has devised a special 
instrument for that purpose, but I can see little 
or no advantage in it over the ordinary straight 
male sound. 

To recapitulate, the important steps which 
lead to a successful result in the method I 
have employed are :— 

First.—The differentiation from a urethral 
fistula by distension of the bladder with an 
analine solution. 

Second.—The employment of deep para- 
vaginal incisions as described by Schuchardt. 

Third.—A longitudinal incision of anterior 
vaginal wall from urethra to vaginal vault, 
through the fistula and extending into the 
posterior vaginal wall, and a lateral incision 
extending the full width of the vaginal vault. 

Fourth.—The thorough separation of the 
base of the bladder from the entire anterior 
vagina and vaginal vault, being careful to 
commence the dissection in the lower vagina 
where there is an absence of scar tissue to 
establish the line of cleavage. 

Fifth.—Evisceration of the bladder into the 
vagina by means of a sound or similar instru- 
ment passed through the urethra. 

Sixth.—The closure of the opening in the 
bladder separately from the vaginal incision. 

I have not reported the method adopted in 
these cases with the idea of presenting anything 
new. The principles involved have been 
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The bladder having been separated from the 
anterior vaginal wall and vaginal vault is dislocated down- 
wards out of the wide vaginal incision by means of a straight 
sound, making the fistula accessible. 


Fig. 2. 


utilized by many before, but as success in 
individual cases is frequently dependent upon 
the particular technique employed in carrying 
out such principles, I have endeavored to 
point out such details as have appeared to me, 
in my experience, to be essential. Neither do I 
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wish to convey the idea that all difficult cases 
can be cured by carrying out this technique, 
but as more men become adept in the modern 
operations for cystocele, the more easily will 
they be able to close these difficult fistule 
by technique similar to that described above. 
To my mind it is a less difficult and safer 
method than the employment of the knee chest 
posture as has been suggested by Dr. Kelly, 
and less dangerous and severe than the supra- 
pubic operations. The method to be employed 
in each case must be determined by careful 
study of the conditions present. However, 
the less heroic the operation the better, pro- 
vided it allows of a fair chance of success, 
therefore, I believe the vaginal route should be 
tried first, and if unsuccessful suprapubic 
methods may then be resorted to. 
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REVIEW of the literature on ectopic 
gestation discloses the records of a 
large number of cases in which preg- 
nancv has occurred in the same tube 

or in the opposite tube. Almost as frequent 
are the references to combined tubal pregnancy 
and uterine pregnancy. Several cases of twin 
pregnancy in a single tube and one of triplets 
are recorded. I have been able to find records 
of twenty-eight cases of bilateral tubal preg- 
nancy, but in the majority of these cases the 
proofs are by no means conclusive. 

Bland-Sutton quotes Parry as_ follows: 
“Twin conceptions are much more frequent 
in extrauterine than they are in normal gesta- 
tion (four toone). It isa striking fact, however, 
that both children are rarely developed in the 
same locality. In a large majority of these 
tubal conceptions one ovum finds its way into 
the interior of the uterus, while the other is 
arrested at some point in its descent. This 
fact has led Professor Barnes to believe that 
twin conception is one cause of extrauterine 
pregnancy.”’ Bland-Sutton fails to concur in 
the views of Parry. 

In reviewing the reports of cases of bilateral 
tubal pregnancy, it is evident that in some the 
products of conception were of simultaneous 
development; in others it is equally clear that 
the development of the two ova was not of the 
same period and in the majority of cases there 
was no conclusive evidence on this point. 

Of the twenty-eight cases reported as exam- 
ples of bilateral tubal pregnancy, but eight are 
unquestioned. Of the twenty cases of doubt- 
ful identity, the clinical diagnosis was not 
supported by the macroscopic and micro- 
scopic findings of foetal structures in the two 
tubes. 

Following are brief abstracts of the con- 
firmed cases: 

CAsE 1. Frederick, Mrs.—., multipara, 38 years of 
age. All the clinical manifestations of extrauterine 


pregnancy present ten days prior to operation. Abdom- 
inal section; clotted blood in large quantities filled the 
pelvic cavity. Both tubes ruptured and the seat of 
hemorrhage. No record of microscopical findings. 
No mention of presence or absence of corpus luteum. 
Macroscopic recognition of chorionic tissue in both 
tubes. 

CaAsE 2. Kristenus, Mrs. —-, 30 years old, V para. 
Last birth November 25, 1got, followed by leucorrhoea. 
Last menstruation March 1, 1902. Last of April, 1902, 
bleeding from uterus five days with expulsion of mem- 
brane. Return of hemorrhage May 12th, lasting several 
days. May 21st had return of symptoms of hemorrhage 
with shock. Treated conservatively. Recovered from 
depression. Sent to clinic for backache later. Arrived 
at hospital in shock June 1, 1902. Immediate opera- 
tion. Free blood found in abdominal cavity. Right 
tube in process of tubal abortion, foetal villi found in 
tube. Right ovary — several old corpora lutea, no 
new ones. Left tube smaller than right, ruptured. 
At ostium Langhan’s and syncytial cells found, no 
villi, no foetus, no fresh corpus luteum in left ovary. 
Old hematocele. Diagnosis: Bilateral tubal abor- 
tion. Secondary rupture of left tube. Recovery. 

Case 3. Labhardt, Mrs—., liquid and clotted 
blood in large quantities in abdominal cavity. Blood 
coagulum and foetal membranes distended the abdom- 
inal end of right tube to size of pigeon egg. Left tube 
distended in like manner with rupture at the abdom- 
inal end. Corpus luteum in either ovary. Micro- 
scopic examination of tubes demonstrated fcetal tis- 
sue in both tubes. 

Case 4. Noble, Mrs.—.,V para. Two soft tumors, 
one on either side of uterus. Abdominal section. Free 
blood in the abdominal cavity. Right tube ruptured. 
Foetus of about ten weeks’ development found imbedded 
in a blood coagulum in the pelvic cavity. Rent in left 
tube through which chorionic villi protruded. 

CasE 5. Weinlechner, right tube distended in 
outer half with blood to size of a small apple. Rent 
in tube at outer end. Outer end of left tube somewhat 
smaller and contained a blood coagulum. Corpus 
luteum in either ovary. 

CAsE 6. Werth, Mrs.—., abdominal section. Blood 
clots in pelvic cavity. Ampullar portion of right tube the 
size of a goose egg and contained an embryo 3.2 cm. 
long enveloped in its membranes. Left tube contained 
a blood coagulum and beneath it was a shrunken em- 
bryo. Fresh corpus luteum in either ovary. 

CasE 7. Walter, Mrs. —., age 29, V para. Ab- 
dominal section. Blood in pelvic cavity. Foetus 6 cm. 
long found in left tube. Chorionic villi and small 
mole in right tube. Walter believes the two pregnan- 


'Read before the American Gynecological Society, Washington, May 3, roto. 
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cies were simultaneous. 
tomy, left salpingectomy. 
of corpus luteum. 

Case 8. Robins, Mrs —, IV para, age 25. Clin- 
ical evidences of a ruptured tubal pregnancy. Ab- 
dominal section six weeks after rupture. In left tube 
was a small foetus and blood coagulum (tubal mole); 
no rupture. Right tube ruptured in central portion. 
Blood mole lying behind tube, having escaped from 
rent in tube. No mention of corpus luteum in either 
ovary. No microscopic record. 

To the eight undoubted cases of bilateral 
tubal pregnancy, I would add the following: 


Right salpingo-odpherec- 
No mention of presence 


Mrs. X., age 23, a nullipara, was referred to me by 
Dr. Kerr, of Anderson, Iowa. Prior to her present 
illness her health had been good, with the exception 
of painful menstruations and backache. Her men- 
strual periods had been regular up to March 14, 1909. 
She then went over her time one week and on March 
21st she began to flow freely. The hemorrhage was 
associated with pain throughout the pelvis. Three 
weeks later a large blood clot was passed; this was not 
seen by her physician, but was believed to be a uterine 
mole. The bleeding from the uterus continued at 
intervals throughout the six weeks following the initial 
hemorrhage. At the end of the fourth week the pelvic 
pains increased and the temperature reached 102° F. 
From this date to the time I saw her the temperature 
ranged from 99 to 102° F.; the pelvic distress increased 
and the pulse ranged from too to 120°. Two days 
before my visit the abdomen became distended, there 
was generalized tenderness over the abdomen, obsti- 
pation, and nausea. May 8th, I found her with a pulse 
ranging from 120 to 140, there were general abdominal 
distension, rigidity of the abdominal muscles, nausea, 
constipation, and a temperature of ror.2° F. A boggy 
mass filled the pelvis. The uterus was but little en- 
larged, and was crowded forward by a mass in the cul- 
de-sac. Diagnosis: Ruptured tubal pregnancy. 

Fearing that a general peritonitis had devel- 
oped, I decided to make an exploratory abdom- 
inal incision. Through this incision I noted 
a general inflammatory involvement of the 
peritoneum with two or more pints of fetid 
blood clots in the lower abdominal cavity. 
These clots were hurriedly removed with swabs 
and both tubes excised. On the left side was 
a tubal abortion. On the right side was a rup- 
ture in the ampulla of the tube plugged with a 
blood coagulum. The ampulla was about one 
inch in diameter and contained a blood mole. 
Free abdominal drainage was established and 
restorative measures applied. Before the an- 
esthetic was started the pulse was 140. The 
patient took the anesthetic badly but reacted for 
a time under the administration of strychnia and 
salt solution. Death followed in eight hours. 
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(Coincident development. 
(Findley.) 


3ilateral tubal 
Right tubal abortion; left tubal rupture. 


pregnancy. 


The escape of the ovum and blood through 
the abdominal end of the left tube and of its 
twin through a rent in the ampulla of the right 
tube was probably simultaneous. 

Placental tissue, decidua, and chorionic villi 
were found in both tubes, but neither foetus 
was discernible. Both ovaries were cystic 
and were bound by adhesions to neighboring 
structures. In the right ovary was a fresh 
corpus luteum. 
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tions for surgical interference in puerperal 

septic infection. This difficulty arises from 

the fact, that as yet we have no reliable 
guides, either clinical or bacteriological, as to 
the course and prognosis of a given case. 
Every conscientious operator after a radical 
operation, with recovery, will be weighted 
down with the thought that the patient, per- 
haps, might have recovered without the sac- 
rifice of her generative organs. On the other 
hand, the next fatal case may bring to him 
the stinging remorse that he might have saved 
a young life had he not been too conserva- 
tive and too timid of using the knife. Again 
a third patient is treated conservatively with 
apparently good results for a time, when pye- 
mic foci develop in various parts of the body, 
and the patient finally recovers after a long 
siege, trying alike to the patient, her relatives, 
and her medical attendant. The latter will 
then despondingly ask himself the question, 
Could the long and exhausting illness, with 
perhaps permanent injury to the pelvic struc- 
tures and some of the joints, have been 
avoided by a timely intervention with surgi- 
cal methods ? 

The fear of employing the knife in septic 
infected wounds is gradually disappearing 
with our improved technique and with the ex- 
periences the surgeon is accumulating in other 
parts of the body by surgical intervention. 
The surgeon has no further fear of cutting 
down upon, and removing an acutely infected 
kidney, gall-bladder, and appendix. The 
aural surgeon has shown us what can be done 
with the timely use of the knife in desperate 
cases of sinus thrombosis in otitis media even 
when the blood is swarming with streptococci. 

Of course, the problem confronting the 
gynecologist is more difficult, as we have al- 
ready pointed out. But the gynecologist will 
remain far behind in the science of surgery if 
he be content to simply fold his hands because 


| T is a difficult task to formulate the indica- 


the questions that face him are more complex 
than those of his surgical confreres. 

Puerperal septic infection comprises such a 
variety of lesions, and of such a varying degree 
of intensity, that it is difficult to discuss its 
surgical treatment without being misunder- 
stood and misinterpreted. The writer in the 
past has suffered, in no small degree, from such 
misinterpretation. He has always held that 
it is only in a very small percentage of cases 
of puerperal septic infection, that major surgi- 
cal intervention comes at all into consideration. 
The majority of the cases will get well without 
any complication, under the intelligent use of 
palliative measures, among which he would 
include the use of the finger or curette, to 
remove any placental or decidual residue. 
Before deciding on any plan of treatment it is 
essential to reach some conclusion as to the 
nature and extent of the infection. 

In the early days of the puerperium an ex- 
ploration of the uterine cavity and palpation 
of the pelvic structures cannot be satisfactorily 
made without general anesthesia. The writer 
recalls seeing in consultation a case of rupture 
of the lower segment of the uterus, in a stout 
woman, with commencing peritonitis which 
an experienced and distinguished gynecologist 
had overlooked the day before because he had 
failed to avail himself of this aid. 

Having made these general observations we 
may now take up the consideration of surgical 
intervention in the various forms of puerperal 
septic infection. For this purpose we may, 
with advantage, adopt in part the classifica- 
tion employed by Bumm in his paper before 
the International Congress at Budapest. He 
divided puerperal sepsis into two groups. 
First. General streptomycosis (pure septi- 
cemia). Second. Localized streptomycosis. 

In the cases of pure septicemia or sepsis 
foudroyante, either through the great virulence 
of the micro-organism (streptococci or staph- 
ylococci pyogenes) or the low resistance of the 


1 Read before the American Gynecological Society, Washington, May 3, 1910. 
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Fig. 1. 
uterus; 


Transperitoneal ligation of the left hypogastric vein and the left common iliac vein, 
I, ureter; 2, external iliac vein; 3, hypogastric or internal iliac vein: 4, hypogastric artery drawn to the 


(Kownatzki.) U, 


left side by traction with the fingers upon external iliac artery; 5, common iliac vein; 6, uterine artery. 


patient, the blood, and through it the various 
organs of the body, becomes overwhelmed with 
micro-organisms. The patient generally dies 
within a few days under continued high fever 
and the rapid destruction of the red blood cells, 
as evidenced by the pale color of the blood. 
The lesion found may only be a small necrotic 
area on the mucosa of the genital mucous tract, 
usually the endometrium. This type is for- 
tunately very rare and was first described in 
extenso by Widal. It is seldom a case of this 
type will be recognized early enough to per- 
mit any hope to be entertained from surgical 
measures. It is questionable that even if rec- 
ognized at the outset any benefit would be de- 
rived from the immediate extirpation of the 
uterus. In this connection, however, it may 
be well to bear in mind Zangemeister’s decisive 
experiments with the injection of virulent strep- 


tococci into the tails of mice. He could still 
save the animals by amputating the tail within 
24 hours. (Bumm’s quoted article contains 
the error of stating the limit of time as two to 
three hours.) Control animals treated with 
anti-streptococcic serum died in 48 to 72 hours 
after the injection. It is well-known that the 
human species is much more resistant to strep- 
tococcic infection than mice. Hence the quoted 
experiments give us a ray of hope. 

The writer has recently had a case (report 
appended, case 1) which perhaps might be con- 
sidered as belonging to this type, and in which 
recovery followed hysterectomy and _ ligation 
of the pelvic veins, 48 hours after the woman 
had infected herself by the insertion of wooden 
sticks into her uterus. The blood culture, 
taken on the operating table, showed strep- 
tococci and there was practically no macro- 
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Fig. 2. 
far to the left side; 1, superior vesical artery; 
4, right internal iliac vein; 5, 


scopic lesion other than a necrotic area of theen- 
dometrium. It must be stated the case lacked 
some of the features characteristic of the type: 
(1) the number of streptococci found in the 
blood was not large, (2) as the case did not 
come to the autopsy table it could not be shown 
that the viscera were permeated with the 
micro-organisms. There were clinical evi- 
dences, however, that this may have occurred 
on one set of organs, the kidneys, for there 
were signs of acute parenchymatous nephri- 
tis extending over several days.!. The ad- 


1 This scarcely could have been due to the ether anesthesia, as the 
casts and albumin did not appear until the third day after operation and 


Transperitoneal ligation of the right internal iliac and median iliac vein. 


U, uterus‘drawn 
3, right median iliac vein; 


(Kownatzki.) 
2, right obturator (?) (pubic) vein; 
right external iliac vein; 6, right external iliac artery slightly drawn to the right; 
7, right hypogastric artery strongly drawn to the left. 


vantage this and similar cases: following 
criminal abortion have over foudroyante in- 
fection at term is that the operator need not 
wait for the result of a blood culture before 
resorting to radical measures, as he knows that 
any serious infection after criminal interference, 
which persists after a thorough emptying of the 
uterus, almost invariably ends fatally. On 
the other hand it would be nigh impossible, 
with our present means, to determine a puer- 
peral infection as belonging to the foudroyante 
type within 48 hours after the first chill or 


persisted for a longer period than is usual in ether nephritis. This 


urine through an inadvertence was not bacteriologically examined. 
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manifestation of fever. Two other cases 
(case 2, case 3) which the writer recently had, 
are reported in this paper as belonging to this 
group. 

More common than the class just described 
are the cases of continued streptococcemia in 
which there is a tendency to a localization of the 
process, manifesting itself in an affection of the 
lymph channels of the uterus, with or without 
malignant phlegmon of the pelvic connective 
tissue, or peritonitis, or in an endophlebitis 
which rapidly extends from the uterine sinuses 
to the vena cava (Bumm). Bumm! has per- 
formed hysterectomy in three cases belonging 
to this type without any influence upon the 
course of the disease. The patients, as is 
usual in such severe forms of streptococczemia, 
succumbed within a short time under contin- 
ued high fever, rapid increase of the micro- 
organisms in the blood, and rapid loss of 
strength. 

It appears to us that this type cannot be 
placed in a group by itself. Some of the cases 
would come under the head of septic lymphan- 
gitis of the uterus, with pelvic exudates, and 
others under the head of septic thrombophle- 
bitis. The presence of micro-organisms in the 
blood does not warrant a grouping of the cases 
by themselves independent of the local lesions, 
as Bumm? has done. As will be shown later, 
with either local lesion, septic lymphangitis, 
or septic thrombophlebitis, bacteria may or 
may not be present in the blood. Further, 
they may be present at one time and not a, 
another. Further still, they may |e absent 
in a case running a long course until a short 
time before fatal termination, when they may 
appear in quite large numbers. Again the 
presence or absence of streptococci in the 
blood is no reliable criterion as to the malig- 
nancy or non-malignancy of the infection. 

In sixty fatal cases of puerperal sepsis Lehn- 
hartz (Die Septischen Erkrankungen, Wien, 
1903) obtained a negative blood culture in 38 
cases and a positive culture in only 22 cases. 
In 17 cases that recovered he found strepto- 
cocci in the blood in five cases. Canon (Die 
Bakteriologie des Blutes bei Infektions Krank- 

1 XVIth 
pest, 1909. 
2 Loc. cit. 


Inter. Congress, Section Obstetrics and Gynecology, Buda- 
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heiten, June, 1905) saw one recovery out of 
seven cases with positive blood culture. In 
our own experience we have had three deaths 
without operation with a negative blood cul- 
ture. Out of seven cases with positive blood 
culture three recovered without operation, one 
without any complication, one with several met- 
astatic abscesses, one with lung complications, 
one (case 1) recovered with operation, and two 
died (case 2, case 3) with operation. Hence 
we cannot see the wisdom of the course followed 
by Bumm, of placing these cases in a group by 
themselves for the purpose of discussing the 
indications for hysterectomy in them. 


SEPTIC THROMBOPHLEBITIS; ACUTE PYEMIA 

Surgical intervention in puerperal septic 
infection received a strong impetus in 1902 
by Trendelenburg’s*® successful case of ligation 
of the septic thrombosed veins in acute puer- 
peral pyemia. Gynecologists (Freund, Bumm) 
before Trendelenburg having made similar 
observations as to the frequency (about 50 per 
cent) with which septic thrombophlebitis was 
found to be the cause of death in puerperal 
septic infection, and drawing the same analogy 
from the brilliant results the aural surgeon 
was obtaining in pyemic thrombosis of the 
transverse sinus, by ligating the internal 
jugular vein, had resorted to the ligation of the 
ovarian veins for the cure of puerperal pyzemia. 
Freund’s two cases and Bumm’s three cases 
all ended fatally. Trendelenburg attributed 
these failures to limiting the ligation to the 
spermatic veins, while as a matter of fact, as 
frequent autopsies had demonstrated, in a 
large percentage of cases the hypogastric or 
internal iliac veins were also involved. The 
operation appealed to us strongly. Here was 
a procedure which gave the promise of being 
in some cases life saving, in others averting 
protracted and exhausting disease that did not 
comprise the robbing of the patient of important 
organs, and which with ordinary skill, and a 
fair anatomical knowledge of the pelvic struc- 
tures, could be carried out with comparative 
safety. Accordingly when on September 9, 
1908, a patient entered our service at Mt. 
Sinai Hospital in whom I made the diagnosis 


3 For bibliographical references, see author’s paper in The Amer. 
Journal of Obstetrics, vol. lix, No. 3, 1909 
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of septic thrombophlebitis I was eager to put 
the procedure to the test of practice. But 
unfortunately, for reasons which have already 
been stated in the published report of the 
case (case 4, The American Journal of Ob- 
stetrics, vol. lix, No. 3, 1909) the opera- 
tion was deferred for ten days. It was then 
found on opening the abdomen that the right 
spermatic vein for its entire length was en- 
larged to the size of one’s thumb by thrombosis 
and periphlebitis, and that the process had 
already extended to the vena cava. A ligature 
was carried around the affected part as high 
as one could safely go, and the vein below this 
with the corresponding tube and ovary were 
excised with the Pacquelin. The rest of the 
large pelvic veins were inspected and were 
found to be normal. The operation took 
about twenty minutes, and the patient showed 
absolutely no ill effect from it. There was 
some improvement in the temperature and the 
pulse during the next two days, but after that 
the condition returned to that prior to the 
operation and persisted until death, 19 days 
after the operation. At the autopsy a thrombus 
was found in the vena cava at the site of en- 
trance of the right spermatic vein. The proc- 
ess from here extended downward consti- 
tuting what is known as retrograde thrombo- 
phlebitis. ‘The case was very instructive and 
demonstrated to us that had the operation 
been done before the process had extended to 
the vena cava the life of the patient might have 
been saved. We are not so certain, however, 
that this extension had not already existed 
when the patient was admitted into the hospi- 
tal, as the infection had evidently been going 
on for 22 days prior to admission. But the 
impression gained was, that had the case been 
under observation from the onset of the septic 
symptoms, a diagnosis could have been made, 
at a comparatively early stage of the process, 
with very good prospects of a cure by ligating 
the affected veins. This leads us to the question 
of diagnosis. Some, notably Trendelenburg 
among others, have laid great stress upon the 
occurrence of repeated chills and would feel 
warranted in operating on the occurrence of 
the second chill. Such an inference, we all 
know, would frequently lead to error. First, 
we have all seen cases with more than two 


chills that afterwards pursued a mild course 
until complete convalescence. Secondly, 
cases of genuine thrombophlebitis will be met 
with in which a chill may not occur during 
the entire course of the disease. In our case 
the first chill occurred on the 23d day and the 
second chill on the 26th day of the infection. 
The third and last chill in the entire course of 
the protracted illness covering 52 days followed 
an intravenous infusion, which no doubt caused 
it. What we have found of great diagnostic 
value, is a great elevation and depression of the 
temperature curve within the twenty-four 
hours, a difference often of from 5° to 6° or 
more between the two extremes. This is 
usually associated with a pulse varying from 
80 in the afebrile or subfebrile stage to a pulse 
of 110 or 120 at the height of the fever. Char- 
acteristic of the pulse is its good quality, which 
is usually maintained until nearly the end. 
The patient usually has very few subjective 
symptoms and the appearance as a general rule 
is good. These features, together with prac- 
tically a negative result of a pelvic and abdom- 
inal examination, will in most instances war- 
rant a diagnosis of septic thrombophlebitis. 
Some excellent observers (Bumm and Veit), 
lay stress in being able to palpate through the 
abdominal wall or on pelvic examination the 
thickened and thrombosed veins as tortuous 
worm-like structures. We frankly confess we 
were unable to elicit this objective sign in any 
of the acute and subacute cases coming under 
our observation. We reached a diagnosis 
rather by the negative result of our local exam- 
ination, and by a process of exclusion, than by 
any positive findings objectively. Our con- 
ception of the disease under consideration will 
have to undergo some modification if we are 
to accept as belonging to it some of the cases 
reported by Latzko! and Williams.? Our con- 
ception, hitherto, has been that it consisted of 
an endophlebitis caused by the presence of 
streptococci within the lumen of the vessel, 
and that the process might extend to the ex- 
terior of the veins resulting in a periphlebitis. 
But that it never was attended with any marked 
swelling, and that at the most there might be 


1 Der handlungen der Deutschen Gesell. fur Gyn., Strassbourg, June 
2-5, 1909. 
2The Amer. Jour. Obst., vol. lii, No. 5, 1909. 
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a thickening of the affected vein producing 
an oblong mass, which in the case of the sper- 
matic vein, might reach the size of one’s thumb. 
We always had been under the impression that 
when there was present a local exudate of some 
size, or a good sized abscess, we were dealing 
with a perimetritis or parametritis, in which 
all the tissues, the peritoneum, connective 
tissue, lymph, and blood-vessels were equally 
involved in the inflammatory process.1 Now 
in two of the five cases reported by J. Whit- 
ridge Williams there were exudates and ab- 
scesses in the broad ligaments or retroperi- 
toneal tissues varying in size from an orange 
to a closed fist. ‘The same local findings were 
present in several of Latzko’s cases. 

Ii we are to accept this broader conception 
of the disease how are we to distinguish be- 
tween the ordinary exudate and that due to a 
septic thrombophlebitis ?? 

TECHNIQUE OF THE OPERATION 

This of course will vary, as to whether the 
extraperitoneal or transperitoneal route is 
chose The first successful case, that by 
Trendelenburg, was done extraperitoneally. 
This route has some advantage in that there 
is less risk of soiling the peritoneum, but it has 
the disadvantage of limiting the field of opera- 
tion to one side, when in fact the veins of both 
sides may be affected. There is not so good a 
command of the field of operation as in the 
transperitoneal route, and even good operators 
have ligated the wrong vein, and on one occa- 
sion the ureter was ligated for the ovarian vein. 
Further, the gynecologist, as a rule, will find 
himself in more familiar territory when he 
undertakes the operation through the peritoneal 
route than when he tries to reach the pelvic 
and ovarian veins through the extraperitoneal 
route. Having then chosen the peritoneal 
route the first step will be the inspection of the 
ovarian veins and their ligation above the point 
of thrombosis, if that be feasible. The ex- 
posure of the ovarian vein on either side offers 
no difficulty and is accomplished by making a 


1 Latzko asserts that every exudate in the broad ligaments is due to a 
septic thrombophlebitis and he would characterize them as phlegmasia 
alba dolens of the broad ligament. 

2 Williams unknowingly made the error in his paper in stating that his 
were the first cases of septic thrombophlebitis operated upon to be 
reported from this country. My reported case 4 preceded his paper by 
two months. 
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longitudinal incision over the convex border 
of the ovarian ligament and uncovering the 
plexus of veins by blunt dissection. On the 
left side the attachment of the sigmoid may 
offer some difficulty but this can be overcome 
with a little care by employing blunt dissec- 
tion to free the bowel from the underlying 
vessels. But a note of warning here will not 
be out of place and that is to bear in mind the 
relation of the ureters to the upper portion of 
the ovarian vessels. The writer was present 
on two occasions when two different operators 
of experience had included the ureter in the 
ligature of the ovarian veins. The ureter 
below the pelvic brim lies some distance towards 
the inner side of the ovarian vessels, as it pro- 
ceeds upwards it approaches them, and at a 
little distance above the pelvic brim it crosses 
them from behind and passes upwards exter- 
nally to the vessels. The only certain way, 
in our opinion, of avoiding the ureter is to 
make sure of its position by the aid of sight 
before passing the ligature. It is a good pre- 
caution to employ the Pacquelin to cut through 
the vein below the ligature, particularly if 
there be much periphlebitis. We are of the 
opinion, however, that the danger of exciting 
peritonitis by the escape of fluid from the 
thrombosed veins and its surrounding tissue 
has been somewhat exaggerated. The next 
step will be the exposure of the internal median 
iliac veins on either side. Here allow us to 
draw attention to the excellent and clear dis- 
section of the iliac veins in the gravid and puer- 
peral states by Kownatzki in his atlas of Die 
Venen des Weiblichen Becken (J. F. Berg- 
mann, Wiesbaden, 1907). This observer has 
found that the internal iliac, what the Germans 
designate as the hypogastric vein, carries the 
blood from the hemorrhoidal and_ gluteal 
regions, and that another vein, which he has 
named the median iliac vein, is the carrier of 
the blood from the bladder and middle and 
lower segments of the uterus. The median 
iliac vein usually empties into the internal 
iliac but it may remain an independent vessel 
and open directly into the common iliac vein. 
It will be thus seen that in many instances the 
ligature of the internal iliac vein would be of 
no purpose. It is necessary, therefore, always 
to make sure of the median iliac and when in 
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doubt to ligate the common iliac vein. There 
need be no fearof any serious disturbances tothe 
circulation from this procedure, as it has been 
done on two occasions, (Haeckel, Bumm) even 
without causing a swelling of the corresponding 
extremity. To expose the internal and median 
iliacs one need only extend by a few snips with 
the scissors the lateral end of the incision result- 
ing from the excision of the ovarian vein, in 
an outward direction towards the linea in- 
nominata. A few light strokes with a small 
gauze sponge will usually afford a good ex- 
posure, or if this be found not sufficient an 
additional transverse incision may be made, 
thus uncovering the deep pelvic vessels. A 
good landmark for the internal iliac veins is 
the corresponding artery, and as the vena cava 
is situated to the right of the aorta, the iliac 
vein will always be found behind and to the 
right of the artery. To ligate the left iliac 
vein (see Fig. 1) one should therefore draw 
with the fingers or by a blunt hook the corre- 
sponding artery towards the left side, and the 
vein will then come into view. The ligature 
by means of an aneurysmal needle should be 
carried around the vein near its point of en- 
trance into the common iliac. On the right 
side the corresponding artery (see Fig. 2) 
should be drawn towards the median line, and 
if an assistant with his fingers draws the ex- 
ternal iliac, artery towards the outer side, the 
right internal iliac vein will be found in the 
angle thus created. It is feasible and advisa- 
ble to excise the ovarian veins when they are 
affected, but it is not practicable to excise the 
affected iliac veins. One has to remain 
content with their ligation. It is not wise to 
attempt the ligation of the deep pelvic veins 
at the base of the broad ligaments even should 
they be involved. We will have more to say 
on this head when discussing the advisability of 
also removing the uterus, in some casesof throm- 
bophlebitis. 

Although as we have already stated the 
operation had a great fascination for us, in 
its freedom from mutilating any organ, im- 
portant or otherwise, and in its freedom from 
any attendant shock, when expeditiously and 
skillfully performed, our experience with it 
thus far have not been encouraging. The li- 
gation of veins alone without removal of the 


uterus was done four times in Mt. Sinai 
Hospital, once by the writer and three times 
by other operators, with a fatal termination 
in all. 

Wormser in his collection of statistics was 
able to gather 51 cases with a mortality of 62.7 
per cent. But if he deducted the very early 
cases of Freund, Bumm, Trendelenburg, and 
the reported series by Lehnhartz, which for 
various reasons should not be included, the 
percentage of mortality was reduced to 48, 
14 percent.' But in spite of this rather favor- 
able showing we agree entirely with Bumm 
that the time has not yet arrived for collecting 
statistics but for creating them. 

In conclusion we desire io state that not 
every case in which septic thrombophlebitis 
has been diagnosed calls for ligation of the 
affected veins. We recall several cases seen in 
consultation and observed in the hospital, in 
which the diagnosis was made with a fair degree 
of certainty, and which ended in recovery 
without any complication or. metastatic foci. 
They were cases that might be considered mild 
or chronic forms, presenting a moderate degree 
of fever (100-103°), extending over several 
weeks, with good involution of the uterus, and 
in which the only local findings consisted in 
hard cord-like structures running up the sides 
of the pelvic walls, or extending from the 
vaginal junction up the posterior wall of the 
pelvis. The patient’s general condition was 
usually good, the only symptoms present were, 
as stated, a moderate degree of fever, and in 
some instances dull pain in some part of the 
pelvis. 

Cases of puerperal septic infection are met 
with that do not conform to the clean cut 
groupings based on a single pathological lesion. 
For example, in one of our cases (case 5) 
there was a combination of lesions: (1) strep- 
tococcic endometritis, (2) purulent gangrenous 
metritis, (3) streptococcic thrombophlebitis. 
Insuch instances the removal of the uterus alone 
or the ligation of the veins alone would not be 
sufficient. When operating, therefore, for 
septic thrombophlebitis by the peritoneal 
route, note should be taken of the uterus, and 

1 Williams in his paper gives a number of tables dividing the cases as 
to the extraperitoneal and transperitoneal routes. Mortality of trans- 


peritoneal route, 43.9 per cent; extraperitoneal route, 80 per cent mor- 
tality. 
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in it be found suspiciously large, flabby, and 
mottled in appearance and presenting suspi- 
cious areas of marked nutritive changes, or pre- 
senting areas that look like suppurating foci, 
it should be removed. The same principle 
holds good when operating for a suppurating 
or gangrenous metritis with marked consti- 
tutional symptoms; the ovarian veins should 
be well exposed and ligated high up and excised 
as a precautionary measure. The deep iliac 
veins should be also palpated and if at all sus- 
picious they should be exposed and ligated as 
one would if operating solely for thrombophle- 
bitis. It would appear to us that the only 
hope of markedly improving our results lies 
in such a course of action, combined with per- 
sistent efforts to render our clinical and bac- 
teriological evidences more decisive, so that 
an early diagnosis and fairly reliable prognosis 
may be at our command. 

It is gratifying to us to find that Wormser 
(Ver. Deutsch Gesell. fiir Gynakologie, 1909) 
in analyzing his statistics of all the operated 
cases of puerperal septic infection for the past 
23 years arrives at the same conclusion. 


STREPTOCOCCIC ENDOMETRITIS 

We refer to this condition only to state that 
any surgical intervention, and especially a 
curettage, is strongly contraindicated. It 
would carry us too far afield to enter into a 
lengthy discussion of the diagnosis of this con- 
dition. This much we may safely assert: 
the presence of streptococci in the lochia does 
not warrant a diagnosis of streptococcic en- 
dometritis or that we are dealing with a serious 
infection. The praiseworthy efforts that are 
being made to determine the virulence of the 
streptococcus by studying its hemolytic and 
other properties have, as yet, not yielded posi- 
tive results. Fromme,' thus far, stands alone 
in his positive assertion that the hemolytic 
powers of the organism are a certain sign of 
the degree of its virulence. Even he is forced 
to the admission that the same organism may 
be hemolytic at one time and anhzmolytic at 
another. No reliance can therefore be placed 
upon a feature that is so variable. What future 
researches in this direction will bring forth 
time alone will tell. 


1 Arch. f. Gyn., bd. 8s, heft 1, p. 154. 
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This group includes the cases of putrid de- 
composition of myomatous growths in the 
uterus, or of placental and decidual residue 
that cannot be removed with the finger or 
curette. Hysterectomy in these cases is at- 
tended with brilliant results, provided the 
operation is resorted to while the process is still 
limited to the uterus. Wormser was able to 
collect eleven cases of this kind in which kys- 
terectomy was done with only one death. 
We had two cases belonging to this group and 
both recovered after the removal of the uterus. 
The diagnosis in one of our cases ? lay on the 
surface, total inversion of the uterus with 
adherent placenta in a state of advanced putres- 
cence. In the other case the diagnosis was 
made of septic infection limited to the uterus. 
The removed organ showed a large mass of 
placental tissue firmly adherent, and in a con- 
dition of putrid decomposition. Because the 
latter case occurred early in our career some 
distrust attached to it, based on the assump- 
tion that the placental residue could have been 
removed, either with the curette or with the 
fingers, had the attempt been made by a more 
experienced operator. This was unjust, as 
any unbiased observer who had seen the speci- 
men would have freely acknowledged. ‘The 
placental mass was firmly organized onto the 
wall of the uterus, and could not have been 
removed without excising a good part of the 
uterine wall. The case resembled closely the 
two cases by Schultze and Sippel which have 
become famous in medical literature. 

In cases of puerperal putrid or suppurative 
infection of a myomatous growth in the uterus, 
no time should be lost in extirpating the uterus. 
These cases are usually fatal if not operated 
upon promptly. We recall seeing such a case 


in consultation some years ago; operation 
was deferred and instead constant uterine 
irrigation was employed. Finally, when 


operative intervention was decided upon, the 
patient was moribund and of course it was 
too late. 

In Wormser’s statistics there are 30 cases of 
this class with a mortality of 23.3 per cent. 

In cases of what may be termed purulent 


2 Amer. Gyn. and Obstr. Jour., vol. 10, 1897. 
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metritis, that is, where the infective process 
spends itself in multiple abscesses in the uter- 
ine walls, the removal of the organ is indicated. 
We have had two such cases with recovery in 
both. In the second and later case (case 5) 
as an additional precaution the veins were also 
ligated. The advisability of doing this in 
certain cases has already been referred to. 
The diagnosis of this condition is not extremely 
difficult. The uterus shows no signs of invo- 
lution, but remains large and flabby. There 
are no local findings to account for the con- 
tinued high fever and the marked constitu- 
tional disturbances. Occasionally only a 
single purulent focus develops in the uterine 
wall. When this occurs it can be dealt with 
on surgical principles without sacrificing the 
uterus. The abscess can be incised and 
drained, or, as in a case of ours,! the affected 
portion of the uterine wall (the right cornua, 
which was the seat of a process resembling 
a carbuncle) can be excised and the surface 
cauterized with pure carbolic acid, resulting 
in a useful organ. In one case the woman 
afterwards went through a pregnancy and 
delivery without any ill effects. We have had 
occasion to follow this method of surgical 
intervention in quite a number of cases with 
the most happy results. Hirst ? has reported 
several similar cases in which this procedure 
was followed with equally good results. One 
should be careful not to mistake a phlegmon 
in the upper part of the broad ligament for an 
abscess in the uterus. The former, in our 
opinion, requires a different course of action 
and will receive consideration later in this 


paper. 


SEVERE TRAUMATISM OF THE UTERUS WITH 
PROBABLE INFECTION 


In rupture or perforation of the uterus where 
there are evidences of infection, or where the 
traumatism has been effected by some one in 
whose asepsis we have no confidence, the safer 
course to pursue, is to extirpate the uterus 
at once. In our own case (case 7) the delivery 
was effected outside, some hours before, by 
some one unknown to the writer. The entire 
posterior vaginal vault was torn away from 


1 Amer. Jour. of Obst., vol. xlix, 1904. 
2 Amer. Jour. of Obst., vol. xxxi, 1895. 


the cervix. There was an irregular tear in the 
cervix running into the base of the broad liga- 
ment. The vaginal walls were bruised and 
lacerated, and the patient had a very small, 
feeble, and rapid pulse (120). While the case 
did not look promising for surgical interven- 
tion, it was thought the patient would have a 
better chance for recovery if the lacerated and 
bruised organ, which was probably infected, 
was removed. An effort was first made to 
improve the general condition by administer- 
ing an intravenous saline infusion. This was 
attended with only temporary benefit. It was 
concluded from this that the hemorrhage must 
be going on, although no blood appeared in the 
vagina. This proved to be the case, as was 
seen at the operation. The blood was leaking 
into the loose cellular tissue of the broad liga- 
ment where it was forming a large hematoma, 
and hence did not escape into the vagina, as 
one would naturally expect. Although prac- 
tically pulseless when placed upon the operat- 
ing table, the patient made a remarkably good 
recovery from the operation, but the conva- 
lescence was protracted through the sloughing 
of the vaginal walls, and suppuration of the 
connective tissue of the lateral walls of the lower 
pelvic planes. 


PUERPERAL SEPTIC PERITONITIS 


In some cases the micro-organisms enter 
the lymph channels of the vagina, the cervix, 
and more rarely those of the endometrium, and 
travel along the lymph vessels of the para- 
metrium to the peritoneum, setting up a more 
or less general peritonitis. Cases are seen, 
fortunately not very frequently, in which the 
infection is so acute that a fatal termination 
occurs from two to four days, forming the so- 
called foudroyante septic peritonitis. Lehn- 
hartz * states that a blood culture is negative 
even in the pure cases of septic peritonitis. 
Foudrayante cases will end fatally whether 
operated upon or not, although Bumm ‘ thinks 
that even in this form, if surgical intervention 
be instituted within the first 24 or 48 hours, a 
favorable result might be obtained. In less 
virulent forms both Leopold * and Bumm have 


3 Loc. cit. 
4 Loc. cit. 
5 Archiv. f. Gyn., vol. Ixxviii, 1906. 
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obtained remarkable results with multiple in- 
cisions and drainage. Very much depends 
upon an early diagnosis. To confirm this in 
suspicious cases Bumm withdraws some of the 
peritoneal fluid with a hypodermic needle, 
either through the posterior vault of the vagina 
or through the abdominal wall. If the diag- 
nosis be confirmed he makes a median incision, 
just large enough to obtain a view of the con- 
dition of the pelvic organs. Through this 
incision a sound as thick as one’s finger is in- 
serted and the point pushed against a point near 
the anterior superior spine, and a small incis- 
ion made over it. Through the latter a third 
incision may be made in a similar manner in 
the flank. This procedure is repeated on the 
opposite side, and small drainage tubes covered 
with gauze are inserted in each of the incisions. 
A further incision for drainage may be made 
through the Douglas cul-de-sac into the va- 
gina. He avoids any irrigation or any attempt 
to wipe away the fibrinous lymph, as he claims 
such to be not only futile but actually harmful. 
In our hospital and consulting practice we 
seldom see cases that would lend themselves to 
this method of treatment. In the first place 
most of the cases of puerperal septic infection 
that we see are not of the peritonitic variety. 
The few we do see of this variety are usually 
in a moribund condition and any operative 
procedure, no matter how slight, would be out 
of the question. In a case of our own recently, 
developing after an unrecognized spontaneous 
rupture of the uterus, intervention similar to 
that above described was instituted, the pa- 
tient made a good, although tedious recovery, 
owing to the tear in the uterus. The procedure 
is so simple and takes so little time (from 15 
to 20 minutes) that it seems to us to be worthy 
of carrying into effect in every case that has 
not already reached the moribund state. 


SEPTIC SALPINGO-OOPHORITIS 


Occasionally the germs will pass the natural 
barrier of the uterine ostium of the tube, setting 
up an acute salpingo-odphoritis. This is 
attended with more or less peritoneal irritation 
which as a rule subsides within 24 hours. In 
a few cases the infection is so virulent as to 
cause a veritable gangrene of the tube, resem- 
bling in appearance a gangrenous appendix as 
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in a case reported by the writer (vide Medical 
News). Here prompt action is necessary 
as it is in gangrene of any of the abdominal 
viscera. In the writer’s case the patient made 
a good recovery and gave birth to two children 
afterwards. In the majority of cases of tubal 
infection, however, the process is not so viru- 
lent and leads to a pyosalpinx or tubo-ovarian 
abscess. ‘The escape of germs from this puru- 
lent focus, from time to time, causes a circum- 
scribed peritonitis bringing about an encap- 
sulation of the tubo-ovarian mass. Recog- 
nizing the great risk of contaminating the 
general peritoneum in operating for this con- 
dition, by the usual median incision, we have 
for the past two years, selected an extra median 
incision, the exact site depending upon the 
location of the pyosalpinx or tubo-ovarian 
abscess. In some cases an incision parallel 
and about two inches above Poupart’s liga- 
ment afforded the most ready access, in other 
cases an incision in line with the external 
border of the rectus was the most suitable. In 
every instance we were able to enucleate the 
mass without opening the general peritoneal 
cavity, and the patients made good recoveries 
without the slightest peritoneal irritation. It 
is obvious that surgical intervention for this 
condition, kept within the safe boundary line 
as above outlined, is much more desirable 
from every standpoint than the so-called con- 
servative method of waiting until all acute 
symptoms have subsided. Apart from the 
suffering and loss of health such a course en- 
tails, there is no warrant for the assumption 
that intervention at that time will be free from 
danger. For itis well known that streptococci 
will remain virulent in pus foci for several 
months after all manifestations of fever have 
disappeared. This characteristic of a strep- 
tococcic infection is so well recognized that 
some leading authorities (Bumm and others) 
would operate in this group of cases through 
the vaginal route only, even if in doing so they 
have to sacrifice the uterus. The plan of 
procedure we have followed, it seems to us, is 
so superior to the vaginal route, excepting 
where the tubo-ovarian mass is situated low 
down in the pelvis, that we feel safe in assert- 
ing that it will be adopted in the future, in 
preference. 
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PELVIC EXUDATES (PERI- AND PARAMETRITIS) 


When the infectious process becomes local- 
ized forming a pelvic exudate, surgical inter- 
vention should be deferred until there are evi- 
dences of a pus collection. Even then, con- 
trary to the general surgical law, evacuating 
pus as soon as present, one should wait until 
the conditions become favorable to reach the 
abscess without running any risk of contem- 
inating the general peritoneal cavity. If 
situated low in the pelvis, the vaginal route 
offers the most ready access. If situated high 
up, it is well to wait until the inflammatory 
mass has become adherent to the abdominal 
parietes. In either instance the incision should 
be liberal, and left wide open and packed lightly 
with gauze. 

In some instances that we have seen the lower 
half of the abdomen was filled with a hard 
mass in which none of the pelvic organs were 
distinguishable. From the course the cases 
were pursuing we were confident that the large 
masses contained several purulent foci. We 
have been content, in these instances, in making 
several incisions over the mass, at various 
places, through the abdominal parietes and 
after meeting a purulent focus, evacuating 
and draining it, and leaving the natural process 
to do the rest. We especially recall one par- 
ticularly aggravated case of this kind. The 
entire half of the abdomen below the umbilicus 
was filled completely by a hard smooth mass in 
which it was not possible, either by abdominal 
or bimanual palpation, to map out any of the 
pelvic organs. The patient ran a septic fever 
and was emaciated in the extreme. We made 
four different incisions over the mass and in 
each instance, after careful search, reached a 
pus focus, which was evacuated and drained. 
The patient made a good, though tedious 
recovery. Some years later we were surprised 
by the patient walking into our office and in- 
forming us she had given birth to a child at 
term a couple of months before. All we could 
detect of the former trouble was several scars 
in the lower half of the abdominal wall. 

In summing up we wish to emphasize that 
although we have mentioned several conditions 
in puerperal septic infection in which major 
surgical intervention is indicated, we have had 


occasion, in a fairly large active hospital and 
private practice, since our paper in 1903, to 
extirpate the uterus in only six cases. During 
the same period we must have seen in hospital 
practice and in consultation several hundred 
cases of puerperal septic infection of varying 
degrees of intensity. Some were moribund 
when first seen, and died shortly afterward, 
others recovered after a long, tedious, and ex- 
hausting illness with the development of meta- 
static foci in the joints and subcutaneous tissues. 
Others, still, were discharged with hard exu- 
dates in the pelvis, the ultimate fate of which 
became unknown to us. But the vast ma 
jority of them recovered promptly under appro- 
priate treatment and minor surgical measures. 


ACUTE SEPTIC MIA-STREPTOCOCCAMIA. HIGH  LI- 
GATION OF LEFT SPERMATIC VEINS AND OF THE 
MEDIAN ILIAC VEIN. HYSTERECTOMY. RECOVERY 


Case 1. Mrs. G., aged 33. Married 6 years, 2 chil- 
dren. Feb. 9, 1910, when her menses were overdue twelve 
days, she herself inserted a slippery elm stick into her 
uterus. But as the flow with which this was followed 
was not sufficient to satisfy her she inserted an orange 
stick into the uterus upon the following day. The 
flow now became more abundant. That evening she 
had a chill followed by fever 104.2°. On the next 
morning, temperature was 99°. In the evening she 
had another chill and temperature went to 105.6°. 
During the night she was curetted by a physician who 
had been called in but he found the uterus empty. 
On the following morning, February 12th, the tempera- 
ture was again 99°. That afternoon the temperature 
began to rise again and at 4 P. M. it was 105.6°, pulse 
120. Dr. B. Sour now saw the patient, and realizing 
the severe condition, had her at once transferred to 
Mt. Sinai Hospital, where she entered as a private 
patient in my care. I saw her at 7 Pp. M. The tem- 
perature then was 104.4°, pulse 120, tongue coated 
with a white fur. There was no abdominal distension. 
On bimanual examination uterus was not found en- 
larged, the adnexa apparently normal. Behind the 
uterus a cord-like structure running obliquely towards 
the left of the vaginal vault was felt. This was tense 
and sensitive. The diagnosis was made of septic me- 
tritis with thrombophlebitis, and radical operation 
was advised. Accordingly at midnight the patient 
was operated on by me. In the meantime the tem- 
perature had risen to 105° and the pulse to 130. There 
was no free fluid in the peritoneal cavity nor any 
injection of the peritoneum. The adnexa were normal 
to the eye. The sigmoid was adherent for quite a dis- 
tance to the broad ligament by old membranous ad- 
hesions. ‘These were cut with scissors so as to expose 
and gain access to the left spermatic vessels, which 
were ligated at the pelvic brim. On the right side the 
spermatic veins were exposed by slitting up’the peri- 
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toneum, and it was found thrombosed for at least one- 
third of its length above the pelvic brim. It was ligated 
with the artery at some distance abeve this. The 


iliac veins were now exposed and palpated yn the 
liac vein r I 1 i val d. On the 





right side there was a good sized vein (median iliac) 
running between the hyp tric and external iliac 
and enteri ay the common i This was ligated at 
its site of entrance into the latter vessel. A panhys 
terectomy w2s now performed, making a good sized 
opening tag he vagina. The lower pelvis was lightly 
packed with iodoform gauze. While the patient was 
on the operating table a blood culti re was taken. This 
showed streptococci. The removed uterus on being 
cut open showed superficial necrosis conde: endometrium. 


The veins, through some error, were not examined. 


February 13th, temperature, 104-105°, pulse, 120- 
128. 

February 14th, temperature, 102.4-103.4°, pulse, 
100-120. 


February 15th, temperature, 99.4—103.8°, 
116. 

February 
92-120. 

The urine now, for the first time, contained a tair 
amount of albumin and mucous granular and hyaline 
casts. Inspection of the abdominal wound revealed 
suppuration of the fat layers down to the fascia. 

February 17th, temperature, 99.2-103.2°, pulse, 80— 
118. Blood culture negative. 

February 18th, temperature, g9—-103.4°, 

February 19th, temperature, 100.2- 
112. 

From this on the temperature ranged from 99.4° to 
to1.4°, pulse 96 to 104 until’ February 26th, when it 
became normal. The urine became free from albumin 
and casts on February 24th. The patient left the hos- 
pital three weeks after the operation in yood general 
condition with the abdominal wound practically healed. 


pulse, g2- 


16th, temperature, 99.2-103.4°, pulse, 


pulse, 96-108. 
104.2°, pulse 88- 


COMMENTS 


We think it pretty safe to make the assertion 
that the life of the patient in the above case was 
saved by prompt action, and by ligating the 
pelvic veins in addition to the removal of the 
uterus. In case 3, in which what might be 
considered a similar infection took place, the 
removal of the uterus alone did not stay the 
fatal event. The blood culture in each case 
showed about any equal number of streptococci. 
Reasoning a priori we should expect a more 
virulent infection in the above case, from the 
fact that the patient herself entered the uterus 
with unclean objects, while in case 3 the 
infection must have inadvertently been carried 
into the uterus when we were observing our 
usual care in asepsis in intrauterine instrumen- 
tation. 


TREATMENT 
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ACUTE SEPTICEMIA (POST-ABORTIVE) STREPTOCOC- 
CHMIA. LIGATION OF PELVIC VEINS. HYSTER- 
ECTOMY. PHARYNGEAL DIPHTHERIA. DEATH 
CasE 2. Mrs. A. C., aged 33, married 15 years, four 

children, youngest 5 years old. Admitted February 20, 

i9g1¢, from Harlem Hospital where she had been curet- 

ted four days before for an early miscarriage (6th week) 
with septic symptoms. The chills and fever persisted 
with greater severity after the curettage. On admis- 
‘ou temperature, 104.4°, pulse, 112, tongue coated 

a dry brown fur, looked very ill. No abdominal 
lisiension, uterus fairly large and soft. No exudate, 
no enlargement of the adnexa. Blood culture showed 
streptococci. 

February 21st, temperature, 102-105°, pulse, 120-130. 

February 22d, temperature, 102-104.8°, pulse, 1o8- 
128. 

Hysterectomy, ligation, and excision of both sper- 
matic veins high up. Both were thrombosed the process 
extending higher up in the left vein. Both internal 
hypogastric veins were exposed and ligated and a good 
sized opening made into the vagina. Pelvis packed 


n S¢ 


lightly with iodoform gauze. Uterus showed super- 
ficial necrosis with inflammation. Veins negative. 


Patient withstood operation remarkably well. 

February 23d, temperature, 102.2-104°, pulse, 130- 
140. 

February 24th, temperature, 102 
130. 

No distension, passed flatus. 

February 25th, temperature, 1o1.2-103.8°. Com- 
plained of pain in throat, white patches on tonsils and 


-103.6°, pulse, 120 


pharynx. Culture showed Klebs-Léffler bacillus. 
February 26th, temperature, 1o1.2—-102.4°, pulse, 
126-128. 


Klebs-Léffler bacillus in culture from pharynx. 

February 27th, temperature, 102-102.4°, pulse, 126- 
140. 

February 28th,temperature, 102.4-105.8°, pulse, 120 
160. 

March rst, 4 A. M. died. No autopsy. 


COMMENT 
It looked as if the patient had a good chance 
of recovery, as the blood culture after the opera- 
tion was negative, when a pronounced attack 
of pharyngeal diphtheria developed. In spite 
of antitoxin, cultures from the throat were 
positive until she died. 


CHORIOEPITHELIOMA. 

HYSTERECTOMY. DEATH. 

CasE 3. Mrs. L. L., 31 years of age, married 5 years, 
had 2 children, one three and a half years ago and the 
second four months ago. Seen in consultation by me 
March 18, 1910, for persistent uterine bleeding. Her 
medical attendant, an intelligent practitioner, informed 
me that he had delivered the patient at term with in- 
struments four months before. The patient went 
through a normal puerperium, but the flow of blood 


SEPTICZMIA-STREPTOCOCCEMIA. 
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in small quantities persisted for three weeks. It then 
ceased for three weeks when it recurred and continued 
off and on in slight amounts, until two weeks before, 
when rather a sharp hemorrhage took place. He 
then curetted her, removing apparently several frag- 
ments of placental tissue. This put a stop to the 
bleeding for some days when it recurred again slightly 
with rather a free flow now and then. On the night 
previous she had a profuse flow of blood. I found a 
strong, healthy looking woman inclined to obesity, with 
moderate pallor of the lips. She was nursing, and the 
infant seemed to be thriving satisfactorily. On bi- 
manual examination I found the uterus enlarged to the 
size of the gravid organ at about six weeks. The cervix 
was patulous, admitting the index finger readily, which 
on exploring the uterine cavity detected a sessile 
growth on the anterior surface of the uterus, near the 
left horn, corresponding in size to about a fifty cent 
silver coin, raised above the surface about one-fourth 
of an inch, and presenting on its surface a shallow de- 
pression. There was no marked hardness of the 
growth. I made the diagnosis of a probable chorio- 
epithelioma, and stated that I would be more certain 
of the diagnosis had not a curettage been done a short 
time before. I argued that a placental residue, the 
other alternative in diagnosis, would not present a 
crater-like excavation on its surface. But here entered 
the element of doubt. Could not the excavation have 
been produced artificially by the curette? I advised, 
therefore, her entrance into Mt. Sinai Hospital where 
the growth could be removed with the curette and 
subjected to microscopic examination. This was 
accordingly done on the same day. I curetted her 
that afternoon in the hospital without anesthesia in 
the presence of Dr. F. S. Mandlebaum, the pathologist 
of the hospital. The curette removed so much tissue 
that looked like ordinary placental tissue that both he 
and I thought that it was an ordinary case of bleeding 
from placental remains. Still the removed products 
were prepared in the usual way for microscopic exam- 
ination. The temperature, rectal, before the curettage 
was 100.8°, pulse, 108. 

March roth, temperature, gg—100.4°, pulse, 100-108. 

March 2oth, temperature, 99.6-100°, pulse, 96-100, 
no bleeding. 

Report from the pathologist that the removed tissue 
showed nothing more than normal decidual structures, 
Being anxious to have the patient return to her nursing 
infant as soon as possible I had given orders to have 
her transported home in the ambulance. On the 
following morning, March atst, just as the patient was 
being gotten ready to be sent home, she had a moderate 
flow of blood. She was taken into the examining room 
and the interior of the uterus gone over lightly with a 
curette on the supposition that a small fragment of 
tissue might have been left behind. The curette did 
not bring away enough tissue to account for the bleed- 
ing. She had scarcely been returned to her bed when 
she had a smart hemorrhage and she was at once 
brought back to the examining room and the uterus 
packed tightly with iodoform gauze. I now felt that 
we had, in all probability to do with a malignant growth 


notwithstanding the report from the laboratory, and 
requested that a further examination be made of the 
tissue removed that morning. Four P. M., temperature, 
102°, pulse, 136. Assuming that the fever was due 
to the uterine packing, the house surgeon removed two 
pieces of gauze from the vagina, under the belief that 
on so doing he had removed all the gauze that had been 
employed in packing. March 22d, 4 and 8 A. m., 
temperature, 99.4°, pulse, 116. Four P. M., tempera- 
ture suddenly rose to 104°, pulse, 120, 8 P. M., tempera- 
ture, 105.6°, pulse, 134. I had seen the patient in the 
morning when her temperature was normal and con- 
cluded that the temperature of the evening before was 
due to retention due to the uterine packing which was 
relieved by removal of the gauze. In the evening her 
condition was reported to me and I immediately visited 
the patient. On specular examination I found that 
the house surgeon had only removed the vaginal pack- 
ing and that the uterine gauze was still in situ. I 
removed it and irrigated the uterus with alcohol 50 per 
cent. March 23d, 8 A. M., temperature, 105.6°, pulse, 
140, vomited once. Blood culture taken. Decided 
to remove the uterus as soon as consent could be 
obtained. Eight p. M., temperature, 103.8°, pulse, 148. 
Hysterectomy. Owing to the patient taking the an- 
zsthesia poorly and to the great abundance of fat in the 
abdominal wall and in the subperitoneal tissue of the 
pelvis, it was not feasible to carry out ligation of the 
pelvic veins. Patient withstood the operation very 
well. March 24th, 8 A. M., twelve hours after operation, 
temperature, 103.2°, pulse, 140. 

March 24th, 4 P. M., chill, temperature, 106.4°, pulse, 
140-180. 

March 25th, 4 A. M., patient died. 


Notes from the Pathological Laboratory 


March 18, 1910. Specimen of retained placenta 
received. Notes on examination are: Decidua with 
markedly atypical cells, some very large with giant 
nuclei. Diagnosis is in doubt, but it is suspicious of 
malignant change. 

March 23,1910. Uterus received for examination. 
Organ is moderately enlarged, and musculature is soft 
and flabby. Uterus measures g centimeters; wall 
considerably thickened, 18 x 25 millimeters. Mucosa 
shows evidence of curettement. In the body anteriorly 
is a lenticular avid tumor occupying the site of the 
mucosa, and the tissues immediately underneath infil- 
trate the muscularis for about 1-2 centimeters. On 
section this area measures 3} x 2 centimeters, and is 
composed of soft, hemorrhagic, necrotic tissue. The 
microscopic sections of the uterine tumor show the 
so-called atypical variety (Marchand) of chorion epithe- 
lioma. In the superficial zone there is extensive necro- 
sis, hemorrhage, and conglomerate masses composed 
of atypical, acidophile syncytium and cells of the Lang- 
hans type; in the deeper layers, syncytial masses and 
chorionic wandering cells of bizarre shape penetrate 
the muscle for a considerable distance and are also 
found free in the blood sinuses. Diagnosis: chorion 
epithelioma. 
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Abstract from Protocol of Autopsy 1907 performed 
on March 25, 1910, at 2 Pp. M., by Dr. A. E. Cohn. 

Case of chorion epithelioma with pulmonary met- 
astases: 

General. Body of an adult adipose female. Pannic- 
ulus adiposus well developed. Operative incision in 
the median line above the symphysis pubis, about 15 
cm. long. 

Lungs. Both are voluminous, pinkish gray in color. 
Adhesions between lobes and between lung and pleure. 

Right lung. Scattered through the lung, but more 
especially projecting along the borders, there are small 
tumor masses varying in diameter from 3 to 10 milli- 
meters. On cut section they project sharply above the 
surface of the lung and are sharply circurascribed, 
and have a ‘‘port wine’? and a somewhat reticulated 
appearance. The reticulum is grayish. The dependent 
portions of the lung are congested. There is no con- 
solidation; no tubercles; no metastases. The bronchi 
are congested; the pulmonary arteries are normal. 

Left lung. Shows adhesions similar to the right 
except that there is no fibrinous exudate on surface. 
Altogether there are about twelve metastases of the 
shape and size described. 

Heart. Normal in size; marked fatty overgrowth. 
Pericardium is normal. Right auricle is somewhat 
dliated, but not the right ventricle. Marked chiari 
over coronary sinus, muscle is flabby and pale. Tri- 
cuspid valve admits three fingers and is normal. The 
mitral valve admits two fingers, the edges of the valve 
are retracted, thickened, but shows no recent lesion. 
The aorta shows fairly marked atheroma. The 
coronary arteries show atheroma, the posterior much 
less than the anterior. Foramen ovale closed. 

Liver. Shows slight parenchymatous and fatty de- 
generation, otherwise normal. 

Spleen. Slight perisplenitis; diffluent. 
structures not easily made out. 

Kidneys. Marked parenchymatous degeneration. 

Floor of the pelvis is clean. Some bluish discolora- 
tion along line of suture. Vesical veins show no ab- 
normality. Inferior vena cava in its lower half shows 
no thrombosis. 

Microscopical examination. Metastases in the lung. 
Tumor mass itself composed of large blood sinuses 
together with necrotic areas into which there has been 
hemorrhage. Scattered through the tumor, but espe- 
cially at the periphery there are groups of cells charac- 
terized by irregularity in size and shape. Nuclei for 
the most part are large and vary in their amount of 
cromatin, some of them are almost vesicular and 
others show a dense network. The cell bodies, where 
they can be observed, are irregular in shape and finely 
granular. A number of cells show karyorrhexis. 
These cells are for the most part isolated having only 
a slight tendency to form groups. A number are 
vacuolated. The diagnosis of chorion epithelioma is 
made. 


Lymphatic 


COMMENTS 


The only consoling feature in the above case 
was the finding, at the autopsy, of metastatic 
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growths in the lung, showingthat the woman was 
doubtless doomed. The case taught the lesson, 
which we were aware of before, that the mi- 
croscopic examination of the curetted material 
is not of much aid in the diagnosis of chorio- 
epithelioma. On the contrary, it may be mis- 
leading, as it was in the foregoing case. In 
two prior cases we made the diagnosis of chorio- 
epithelioma, which was confirmed by the mi- 
croscope after the removal of the uteri, on clin- 
ical data and local findings. We were aided, 
however, in those cases by the fact that hyda- 
tid moles had preceded the uterine bleedings. 
In this case no such history obtained, the preg- 
nancy was normal and delivery at full term, 
with a normal placenta. The virulent general 
infection, doubtless, was due to the uterine 
gauze packing. The streptococci were either 
introduced with the gauze, or, what is more 
probable, they were present on the ulcerating 
surface of the growth, and the packing simply 
favored absorption and afforded the bacteria 
a good culture medium by damming back the 
discharges. Everything seemed to work 
against the patient, the misleading nature of 
the microscopic findings, the oversight of the 
house surgeon, the obesity of the patient 
making it impracticable to ligate the deep 
pelvic veins. But as we have already sugges- 
ted, even had everything gone smoothly, and 
had we removed the uterus promptly on the 
strength of our clinical diagnosis, the proba- 
bilities are that the woman would have suc- 
cumbed within a few months to the rapid de- 
velopment of the pulmonary metastatic growths. 


LIGATION AND EXCISION OF RIGHT OVARIAN VEIN FOR 
PUERPERAL SEPTIC THROMBOPHLEBITIS. DEATH 
Case reported in full in American Journal Obstetrics, 

vol. lix, No. 3, 1909. 

CasE 4. Mrs. R., aged 36, para v, admitted to Mt. 
Sinai Hospital September 9, 1909, delivered 28 days 
before. Five days after delivery fever set in which per- 
sisted. After admission daily fever curve ranged from 
98° to 105.4°, pulse from go to 130. Blood culture 
after the lapse of 34 hours showed a moderate number 
of streptococci. Blood count, white blood cells, 20,- 
400, polynuclear 82 per cent, lymphocytes, 18 per cent. 
The general condition was good. Abdominal and 
pelvic examination negative. Uterus well involuted. 
Diagnosis: septic thrombophlebitis. Operation de- 
ferred for ten days to await result of further observa- 
tion and palliative treatment. September 13, 26th 
day after onset of fever and 31 days after delivery, first 
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chill. Condition steadily growing worse. September 
19th, ligation and excision of right ovarian vein which 
was found thrombosed and the size of one’s thumb. 
The thrombus had evidently reached to the vena cava. 
Ligature placed as near the vena cava as possible. 
Temporary improvement, then the same course as 
prior to the operation. October 8th death from pro- 
gressive esthenia, 19 days after the operation and 52 
days after the onset of the fever. At the autopsy the 
vena cava was found thrombosed at the site of en- 
trance of the right ovarian vein and the thrombophle- 
bitis extending downward to the common iliac and 
down its tributaries to the smallest vessels; the uterus 
and adnexa were found normal. 


COMMENT 


The above was a genuine case of septic 
thrombophlebitis starting from the placental 
site, extending up the right spermatic vein to 
the vena cava, and from there descending by 
a retrograde process to the veins of the left 
lower extremity. The operation proved futile, 
as the process had already extended to the 
vena cava, in other words it was resorted to at 
a too late period of the disease. But there 
must have existed a considerable period of 
time before the process reached the vena cava, 
during which the excision and ligation of the 
affected vein would in all probability have 
saved the woman’s life. 


PUERPERAL SEPTIC METRITIS (STREPTOCOCCIC) WITH 
PURULENT FOCI. SEPTIC THROMBOPHLEBITIS. HYS- 


TERECTOMY. LIGATION OF RIGHT SPERMATIC VEIN. 
RECOVERY 
CasE5. Mrs.R.S., aged 20, married twelve months, 


was seen by me in consultation November 17, 1909. 
She had been deliverd of a female child seven days 
before. The labor was easy, and the placenta, appar- 
ently, was spontaneously expelled entire. Three days 
later she had a chill followed by a temperature of 103°. 
From then on she had had repeated chills until I 
saw her. 

I found the patient with a coated tongue, pulse, 120, 
and of good quality, temperature, 104°, the uterus 
reaching to within a hand’s breadth of the umbilicus. 
There was a slight tear of the perineum and the wound 
was covered with grayish lymph. The cervix was quite 
open, and I could easily explore the uterine cavity with 
the finger. I found some placental tissue adherent 
to the posterior wall of the uterus. There was no 
exudate, no enlargement of the adnexa, and no sign 
of peritonitis. On the following day, November 18th, 
she was‘admitted into Mt. Sinai Hospital. Her tem- 
perature on admission was 104°, pulse, 144. Shortly 
afterwards, without narcosis, I went over the posterior 
wall of the uterus gently with a sharp curette, removing 
a moderate quantity of placental debris. The uterine 
cavity was then irrigated with 50 per cent alcohol 


The patient was now placed on appropriate treatment, 
such as liberal nourishment, plenty of fresh air, alcohol 
in moderate doses, and ergot, strychnine, and quinine. 
November roth, apparently some improvement, tem- 
perature, 99.4-104.4°, pulse, 108-120. No further 
chills. From this date until November 25th the daily 
temperature ranged from gg° to 105.8°, pulse, 96 to 
130. Patient felt poorly, was nauseated, and vomited 
a few times. Her tongue was heavily coated, the local 
condition about the same. There was no apparent 
decrease in size of the uterus, which in addition to 
reaching to within three inches of the umbilicus, filled 
the true and false pelvis rather fully. Two blood cul- 
tures taken within that time proved to be negative. 
The patient’s general condition by this time was 
markedly worse, as characterized by her appearance 
and the character of her pulse. She had involuntary 
defecations. An intravenous saline infusion was not 
attended with any improvement. The diagnosis was 
made of a large septic uterus with probable septic 
thrombophlebitis, and the opinion entertained that 
the only chance lay in the removal of the septic organ 
with as much of the involved veins as feasible. This 
was accordingly done on the morning of the 25th, on 
the 15th day post-partum. On opening the abdomen 
the omentum was seen covering the whole of the fundus 
of the uterus, to which it was found slightly adherent. 
The omentum was easily separated from the uterus, 
which was soft and flabby, reaching midway to the 
umbilicus and mottled all over its surface with grayish 
patches. The adnexa were normal to the naked eye, 
but the peritoneal covering of the broad ligament and 
round ligaments was moderately cedematous. The 
entire uterus and adnexa were removed en masse, care 
being taken not to apply any instrument to the uterus 
itself. All the cutting was done with the Pacquelin 
cautery, and only on one oceasion, when passing a 
ligature about the right round ligament, pretty far out, 
was there any escape of purulent fluid from the needle 
hole. The right spermatic vein was seen to be throm- 
bosed moderately high up, and the ligature was passed 
above the thrombosed part and the vein excised sep- 
arately. The entire operation took 55 minutes. The 
patient withstood it without any apparent shock. 
During the two days following the operation the tem- 
perature ranged from 102° to 104.6°. Pulse, 120 to 
140. The striking feature of the case at this period 
was that although there was no marked change in the 
temperature and pulse the patient’s subjective symp- 
toms had undergone remarkable improvement. She 
lay with a placid countenance, smiling, and saying 
she felt so much better. There was no vomiting, and 
no abdominal distension. No laparotomized patient 
that I have seen was so free from post-operative sub- 
jective symptoms as this patient seemed to be. The 
temperature, until December 1st (six days after oper- 
ation) ranged from g9.8° to 103.6°. Pulse, 104 to 120. 
The abdominal wound was now inspected and was 
found to have undergone suppuration down to the fas- 
cia. From December 1st and on the temperature in 
the evening ran in the neighborhood of 1o1° due to the 
condition of the abdominal wound.. The patient was 
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allowed out of bed December roth. She left the hospi- 
tal in January, the abdominal wound healed, and she 
was the picture of good health. The uterus at the time 
of removal corresponded in size to the gravid organ at 
about four months. It was very soft, and presented 
on its surface numerous purulent foci varying in size 
from a split pea to a kidney bean. Microscopically 
there was noted marked necrosis of the entire uterine 
wall, with great abundance of streptococci everywhere. 
The right spermatic vein which had been excised showed 
a degenerated clot studded with streptococci. 


COMMENT 
It may be granted that the recovery of the 
patient was favored by the ligation of the 
thrombosed spermatic vein. 


ACUTE PUERPERAL SEPTIC INFECTION. VAGINO-PELVIC 
SUPPURATING SINUS. HYSTERECTOMY. HIGH LI- 
GATION OF RIGHT SPERMATIC VEIN. RECOVERY 
Case 6. Mrs. R., aged 24, was delivered with for- 

ceps of her second child, April 1, t909. Her first de- 
livery, three years before, was normal and she made 
a good recovery. The second delivery was effected 
by a very careful and capable obstetrician, who exer- 
cised his usual care in asepsis. The nurse in attend- 
ance however was untrained and unreliable. The day 
following delivery the patient had a temperature vary- 
ing from 102° to 105°, and a pulse of 110-120. This 
condition persisted until April 3d (3 days after delivery) 
when saw her in consultation. I found a strong, 
robust woman, uterus fairly well contracted, but on 
exploring with finger found considerable placental 
tissue at the placental site, no mass in the pelvis, tem- 
perature, 105°, pulse, r10, of good quality. 

That night, under anesthesia, gently curetted uterus, 
removing considerable placental tissue, irrigated uter- 
ine cavity with alcohol 50 per cent. April 4th, tem- 
perature, too-101°, pulse, go-110. April 5th, chill, 
temperature, 104°, pulse, 120. April 6th, temperature, 
105°, pulse, 120, looks very ill, tongue coated and tremu- 
lous, abdomen slightly distended. Examination nega- 
tive. Entered into Mt. Sinai Hospital as a private 
patient. Here she was placed on the usual medical 
treatment for septic infection with an abundance of 
fresh air, provided by a wide open window. 

April 6th to the oth, temperature, 99-103°, pulse, 
108-120. Blood culture negative. On vaginal exam- 
ination to-day, noticed an escape of pus from the va- 
gina, which was increased by pressure being made over 
the uterus; on inspection with specula, noticed an ele- 
vation in the vaginal wall on the right side about an 
inch from the introitus, pus was seen escaping from a 
small opening in the center of the elevation. A free 
incision was made over this and about four ounces 
of pus escaped. The finger entering this incision 
passed backwards and downwards to the bony struc- 
ture of the pelvic wall. The incision was dilated with 
forceps and more pus escaped. The tract was irri- 
gated with lysol solution 4 of 1 per cent, and packed 
lightly with iodoform gauze. 
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April 12th, since above, temperature ranging from 
99-103°, pulse, 88-104. Assuming that the para- 
vaginal abscess was not draining satisfactorily, under 
narcosis, dilated the tract with uterine dilator, no pus 
escaped. The cervix was now dilated and a large 
quantity of thick, creamy pus escaped. The uterine 
cavity was irrigated and drainage tube inserted, fasten- 
ing it by a suture to the cervical os. 

April 13th, temperature, 102-106°, pulse, 102-150. 

April r4th, temperature, 102.8-105.6°, pulse, 102-150. 

Condition bad. Delirious most of the time. Still 
considerable pus escaping from the uterus. Assuming 
that we were dealing with an intramural abscess de- 
cided to extirpate the uterus. Eight p. m., abdominal 
panhysterectomy. 

The adnexa were normal in appearance. ‘There was 
no exudate. The right ovarian vein was enlarged and 
tortuous, but not thrombosed. It was ligated high up, 
near the vena cava and excised. It was, unfortunately, 
not examined for bacteria. The uterus was well in- 
voluted and appeared perfectly normal. No abscess 
was found in its walls. The iliac veins were palpated 
but no thrombosis was detected. The lower part of 
the pelvis was loosely packed with iodoform gauze, 
the end of which was led into the vagina. Operation 
took about one hour and the patient stood it very well. 

To condense the long post-operative history, from 
April r4th, the day of the operation, until April 29th, 
the temperature ranged from 102° to 105° and on five 
different days rose as high as 106.4°, with a severe chill 
on April 17th. The pulse ranged from 120-140, but 
remained of fair quality. The delirium persisted. 
On inspecting the abdominal wound on the 8th day the 
edges fell apart, showing that healing had not taken 
place. It looked pale and was of a dirty brown color. 
It was only a week later that healthy granulations 
began to appear. The outlook was very dark and it 
did not seem that the patient could survive. In addi- 
tion to the delirium she was very obstreperous, and she 
absolutely would not permit a blood culture to be 
taken. 

-April 29th to May 4th, temperature, 98.5-103°, 
pulse, 114-120. 

May 5th, temperature, 99.8-104.8°, pulse, 108-140. 

May 6th to 14th, temperature, gg-102.6°, pulse, 106- 
120. 

May 15th to 17th, temperature, g9-103°, pulse, 118- 
136. 

May 2oth to 28th, temperature, 100-105°, pulse, 106- 
120. 

(No cause could be assigned for this rise.) 

From May 29th temperature fell to normal and pulse 
ranged from 80 to too, the patient now making steady 
progress to a satisfactory convalescence. Although 
she complained a great deal from pain in the calves 
of the legs and her feet, no swelling nor phlebitis was 
evident. 


COMMENT 
It is difficult to place the above case in any 
group. There was no thrombophlebitis or 
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evidences of pyemic foci. The uterus looked 
normal. The vaginal sinus, although suppu- 
rating freely, was widely laid open and there 
was no retention. The only blood culture 
taken was negative. Still there was a severe 
grade of sepsis, as manifest by the temperature 
and pulse range and the nervous disturbances. 
It must be freely confessed that as far as one 
could judge, the operation had not the slightest 
effect in one way or the other, the high fever 
range, the rapid pulse, and the nervous mani- 
festations went on just the same as before the 
operation. The woman possessed a power- 
ful build, was young, evidently had a strong 
constitution, which had not been weakened 
by a life of ease and luxury, and in our opinion, 
owed her victory, in the severe and prolonged 
struggle, more largely to these attributes, than 
to what we did for her in the combination of 
surgical, medical, and hygienic measures. 


TRAUMATIC RUPTURE OF UTERUS WITH SEVERE MU- 
TILATION OF CERVIX AND VAGINAL WALLS AND PEL- 
VIC STRUCTURES. HYSTERECTOMY. RECOVERY 
CasE 7. S. T., aged 25, primapara, admitted 

into Mt. Sinai Hospital February 3, 1910. Had been 

delivered instrumentally that morning after a long and 
tedious labor. Shortly afterwards she went into 
collapse and was transported to the hospital. On ad- 
mission, at 2 P. M., she was moderately blanched, with 
a very small feeble pulse of 120. The vaginal walls 
were deeply lacerated and bruised, and the examining 
finger found tears laterally leading to the bony struc- 
tures of the pelvis. The entire posterior vault of the 
vagina was torn away from the cervix and the whole 
hand could easily be introduced into the Douglas cul- 
de-sac. The cervix was bruised and torn in many 
places, one of the tears, that in the right side, seemed 
to extend into the broad ligament. With such exten- 
sive injuries to the vagina and the uterus, inflicted under 
conditions which were more likely to be septic than 
aseptic, it was deemed that the patient’s chance for 


recovery would be increased by the removal of the, 


uterus, and by draining widely the vaginal and pelvic 
tissues. But the patient’s condition for major sur- 
gical intervention was anything but promising. With 
the hope of bettering this an intravenous saline in- 
fusion was given. The infusion and the stimulation 
were attended with only ephemeral benefit. It was con- 
cluded therefore that hemorrhage must be going on 
within the abdomen although none escaped from the 
vagina, a circumstance which we could not then explain 


as there was a large sized rent existing between the pos- 
terior vaginal vault and the general peritoneal cavity. 
Six P. M., condition growing worse, pulse scarcely per- 
ceptible at the wrist, pallor of superficial mucous mem- 
branes appreciably increased. Decided not to defer op- 
eration any longer. Abdominal panhysterectomy. On 
opening the abdomen some blood clots were found 
among the intestinal coils and now it was discovered 
why with symptoms of continued loss of blood none 
appeared in the vagina. The tear in the right fornix 
extended into the base of the broad ligament, lacerat- 
ing some of the venous plexuses and the blood was 
being effused into the loose cellular tissue of the liga- 
ment, forming a blood tumor the size of a foetal head. 
After extirpating the uterus, the blood tumor was evac- 
uated and the bleeding points ligated, the lower pelvic 
cavity packed lightly with iodoform gauze. The vagi- 
nal sinuses were kept wide open with gauze packing, 
and an intravenous saline infusion was given on the 
operating table. The patient’s pulse improved promptly 
and the improvement was now permanent. The pa- 
tient made a satisfactory, though tedious recovery, ow- 
ing to the suppurating and sloughing of the lacerated 
vaginal walls and bruised cellular tissue. | Convales- 
cence was further prolonged by a severe cystitis, no 
doubt the result of the traumatism at delivery. She 
was discharged April 14th, ten weeks after admission, 
in a fairly good condition, with the vaginal sinuses 
almost healed, and with a rectovaginal fistula just 
inside the introitus. She is to return for the repair 
of this when she has fully regained her strength, and 
when the sinuses are completely cicatrized over. 


COMMENT 

There is not much to be added to that con- 
tained in the text of the report. The subse- 
quent course of events warranted the assump- 
tion prior to the operation that the patient 
would under the circumstances have a better 
chance for her life by removing the ruptured 
and bruised uterus which had probably been 
infected also. The events in the case. pre- 
sented also a striking confirmation of the sound- 
ness of the writer’s attitude regarding the so- 
called shock due to profuse intraperitoneal 
hemorrhage in ruptured ectopic pregnancy. 
Here we had acute anemia, plus the shock 
caused by extensive and severe traumatism to 
uterus and pelvic structures. Means to com- 
bat shock and the loss of blood had only a 
temporary effect until the bleeding was arrested 
by surgical methods. 
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HE consideration of septic infection of 

the parturient woman presents prob- 

lems which require the surgeon to know 

when to withhold as well as employ the 
knife in their solution, The first aim of treat- 
ment should be the preservation of life with, 
wherever possible, the restoration of function. 
Next to this is the preservation of life regardless 
of function. 

It is a self-evident proposition that the most 
effective safeguard against the baneful in- 
fluence of sepsis is the practice of such measures 
during the parturition and puerperium as will 
lessen the opportunities for its production, but 
such measures do not properly enter into this 
discussion, for their careful practice would 
obviate the necessity for any consideration of 
surgical measures. 

In the face of febrile disturbances of the 
puerperal state, the first consideration must 
be the determination that the condition is due 
to septic infection. The absorption of toxic 
products, - whether from decomposition of 
portions of placenta, membranes, or blood clot 
retained within the uterus, or from necrotic 
tissue enclosed by suturing the pelvic floor, 
produces alarming symptoms demanding 
prompt attention. Such conditions are recog- 
nized as due to the products of the micro- 
organisms producing decomposition and sub- 
side with the removal of the cause. The treat- 
ment consists in the removal of the decompos- 
ing material from the uterus, the thorough 
irrigation of the cavity with hot salt solutions, 
the removal of sutures where necrotic material 
is locked up, and packing the cavity with an 
antiseptic gauze to insure the removal of the 
infected material by drainage and the exclusion 
of further absorption of toxin products. The 
operator need not be surprised if his patient 
manifests a marked increased temperature for 
the first few hours after such treatment, prob- 
ably due to the forced entrance of a large 
amount of the toxin material; but this rapidly 
subsides and the subsequent course is a prompt 


convalescence unless the infection is a mixed 
one. The chief danger of this condition, 
known as sapremia, is that through it an ex- 
cellent culture material is afforded for the 
development of septic germs which may be 
present. In several instances I have scen the 
temperature after such manipulation reach 
106° F., so that I uniformly caution the attend- 
ant of such a possibility. The temperature 
decreases as rapidly as it ascends and the fol 
lowing day will likely be normal. 

The mere fact that a woman has febrile 
symptoms associated with the puerperium 
should not lead to the diagnosis of sepsis, for 
there are other infections which may be respons- 
ible therefor. Among such are typhoid, ma- 
larial, influenza, and intestinal. These dis- 
turbances must to some degree modify the 
normal course of involution of the uterus. The 
condition of the patient must be carefully in 
vestigated by inspection and palpation of the 
abdomen and pelvis. The absence of local 
manifestations should demand a microscopical 
investigation of the blood, for septic processcs 
are associated with a leucocytosis and the 
septic organisms may be found in the blood. 

The suspicion of sepsis confirmed, the course 
of the surgeon must very often still be a ten- 
tative one and largely dependent on the period 
at which the patient comes under observation. 
Rarely, after the diagnosis is definitely deter- 
mined, is it worth while to resort to the use of 
the curette. The infective germs very rapidly 
pass beyond the superficial structures, so that 
the procedure of curetting is ineffective to limit 
the progress. Indeed, the entire removal of the 
uterus would not always be adequate, so oper- 
ative procedure should be delayed until it is 
evident there exists such a localization as 
shall make operation effectual in arresting 
further baneful progress. 

The management of a patient during this 
period need not be one of masterly inactivity. 
The indications will be to promote elimination, 
maintain nutrition, sustain strength, and estab- 


1 Read before the American Gynecological Association, Washington, D. C., May 3, toro. 
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lish early immunity to the further development 
of the micro-organisms. 

The employment of depressants and active 
purgation would be contraindicated. A daily 
evacuation of the bowels, cold sponging or the 
cold pack for high temperature, systematic 
feeding with nutriment which will be easily 
digested and in such quantities as can be 
properly assimilated. continuous _ instillation 
of salt solution per rectum, are among the 
measures which may be employed. Enlarge- 
ment and tenderness of the uterus or local 
peritonitis indicate the employment of the ice- 
bag to the abdomen. During this period 
aggravated conditions should be counteracted 
by the employment of vaccine or serum therapy. 
My experience has been confined exclusively 
to the latter. The serum should be given to 
produce an immediate effect and consequently 
in doses from tro to 20 cc. of the serum, accord- 
ing to the apparent virulence of the infection. 

My first employment of the serum dates 
back fourteen years, when I treated a physi- 
cian’s wife for three weeks after her confine- 
ment with an infection which was associated 
with a continually spreading erysipelatous 
blush, beginning at the vulva. At the end of 
this period, when the disorder seemed to have 
lost none of its virulence, daily injections of 
10 cc. antistreptococcic serum were made. 
The improvement was immediate and the 
serum was discontinued after the third injec- 
tion. The recovery was complete and the 
patient has since given birth to a child. 

The results of serum therapy are not always 
so satisfactory, as not infrequently its employ- 
ment has been begun too late, or the virulence 
of the infection is so marked that the best result 
to be obtained will be a local manifestation of 
the poison which will still require resort to 
the knife for the safety of the patient. 

The following history seems to emphasize 
this assertion: 


Mrs. S., aged 19, a white woman of American birth, 
was admitted to Jefferson Hospital January 25, 1910, 
having been delivered at term in her first pregnancy, 
six days before admission. The labor had been normal 
but was followed three days later by chills, high fever, 
gastrointestinal disturbance, and foul bloody discharge. 
The cervix was dilated, the uterus large and tender, but 
no indication of exudate in the lateral fornices. She 


had a temperature of 105° F., which under cold spong- 
ing was reduced to ror°._ On January 26th, the tem- 
perature was 105.1° F., pulse rg0._ An examination of 
the blood showed erythrocytes, 4,510,000; leucocytes, 
16,000. A blood culture taken on entrance was re- 
ported negative. She was given an injection of 20 cc. 
antistreptococcic serum following a careful irrigation 
and wiping out of the uterine cavity, which had been 
explored by the finger to determine the possible presence 
of decomposing products. The cavity of the uterus 
was packed with ro per cent iodoform gauze wet with 
a 25 per cent solution of alcohol, and a pad wet with 
50 per cent alcohol placed over the vulva and covered 
with oil silk. The recovery from the anesthetic was 
followed by continued proctolysis and an ice-bag was 
placed to her head and another over the abdomen. 
The pulse frequency and height of temperature were 
both reduced following the injection, the latter to ro1.2° 
F. Later, when the temperature again reached 105° 
and pulse 140, the serum was repeated, giving Io cc. 
Two subsequent doses of 10 cc. each of the serum were 
given, the temperature and pulse frequency subsided, 
and the former never again during the subsequent 
stormy convalescence exceeded 103°. The rectal irri- 
gation was sobadly borne that it was discontinued 
after the second day. Although the temperature fre- 
quently touched normal, the pulse remained abnor- 
mally high. After February 4th, both temperature 
and pulse began to ascend, showing marked morning 
and evening variations. On February 11th, owing 
to considerable exudate about the uterus, associated 
with the fluctuating temperature and pulse, the 
abdomen was opened in the median line, and a 
large quantity of pus found in the abdomen. The 
intestines were matted together, the uterus, tubes, and 
ovaries friable and infiltrated with pus as were also the 
broad ligaments. The uterus, ovaries, tubes and 
appendix were removed, a rope of iodoform gauze 
carried up into the abdomen and brought out of the 
vagina, and the abdominal wound closed. Fowler- 
Murphy treatment was instituted, the patient had a 
very stormy progress, her condition frequently appear- 
ing desperate, the wound became infected and sepa- 
rated, requiring to be united by a mattress suture at a 
later date, but we were able to discharge her in good 
health by the middle of April. While the serum treat- 
ment was introduced too late to prevent destructive 
suppuration, it certainly had an inhibitive influence 
on the virulent progress of the disease. 


Localized collections of pus in the ovary, 
the tube, or the uterus should be considered as 
indications for operative procedure. Such 
collections, when associated with high temper- 
ature or marked fluctuations of temperature and 
persistently rapid pulse, should always indicate 
prompt operation, whether the leucocytosis be 
high or low. The latter may indicate that 
nature has exhausted her forces and given up 
the struggle. 








POLAK: WHEN TO OPERATE IN 

The operation should remove as little tissue 
as is consistent with preservation of the life 
and health of the patient. Adhesions binding 
down a tube and ovary on one side may be 
separated, while the accumulation of pus will 
necessitate the removal of the appendages of 
the opposite side. 

The physician should never regard his pa- 
tient convalescing from sepsis as out of danger 
so long as her pulse should remain persistently 
rapid, even though the temperature does not 
rise above the normal. Such frequency is an 
indication of a slumbering process which may 
at any moment become active. It is most 
frequently an indication of miliary abscess 
processes in the uterine sinuses. Suppurative 
processes in the uterus are indicated by the 
usual constitutional phenomena of suppuration, 
with persistence in the size of the organ and 
marked fixation, from the presence of exudate 
thrown out to guard the peritoneum and sur- 
rounding structures from the danger of the 
infection. 

Involvement of the walls of the uterus, 
especially in the sinuses, calls for resort to 
hysterectomy. The indications for such an 
operation should be the continuation of fluc- 
tuating femperature, frequent pulse rate, a 
large, tender uterus, more or less fixed in the 
pelvis and extending into the abdomen, and 
not infrequently the possibility of appreciating 
by conjoined manipulation points of lessened 
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resistance or softening in the mass. As the 
adhesions are generally extensive and infiltra- 
tion of the broad ligaments with pus pockets 
not infrequent, it is wise in such cases always 
to leave the peritoneum open and drain with 
gauze through the vagina. Gauze packing 
holds the intestines out of the pelvis and from 
contact with the infected surfaces, which are 
likely to insure unfortunate adhesions. It 
promotes the more speedy elimination of the 
infected clots from the uterine veins, thus les- 
sening further absorption. In combination 
with the Fowler-Murphy treatment, it pro- 
motes the drainage and irrigation of ‘the peri- 
toneal cavity, and thus facilitates the elimi- 
nation of infectious products. Masses of exu- 
dation into the pelvic cellular tissue may not 
infrequently be opened through the vagina 
and the disappearance of the accumulation 
promoted by gauze packing. 

Extensive peritoneal exudate entirely sur- 
rounding the uterus and fixing it and the 
appendages may be entirely absorbed and the 
patient restored with functionating organs by 
rest, regulation of the diet, moderate depletion, 
and the judicious use of improvised carbonic 
acid baths. The constant course of the sur- 
geon should be one of watchfulness, utilizing 
every force at his command, to conserve the 
functions of the patient, yet to proceed unhesi- 
tatingly to the most radical measures, when 
such seem necessary to the preservation of life. 
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ITH the perfection of asepsis, as car- 
ried out in the well managed mater- 
nity hospital, there is little or no 
infection following normal or op- 

erative labors. In private practice, however, 
owing to the fact that delivery is rapidly be- 
coming a pathological phenomenon, and that 
obstetric dystocia is increasing to a marked 
degree, which frequently necessitates operative 


intervention by the unskilled, and those who 
practice an imperfect aseptic technique, the 
number of puerperal septic infections has be- 
come greater in the last few years, than was 
seen a decade ago, when more was left to 
nature. 

The infections which we now see have a 
lower mortality, owing to a better knowledge 
of the pathology, and our improved methods 


1 Read at the American Gynecological Society at Washington, May 3-6, toto. 
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of treatment. On the other hand, the mor- 
bidity has decidedly increased, and this I be- 
lieve to be largely due to the direct influence 
of some gynecological teachers, who have 
advocated some form of surgical intervention, 
as a routine practice in the treatment of puer- 
peral septic infection. In my last hundred 
cases 63 patients had been curetted one or more 
times before admission to the hospital. 

In this brief report, which is based upon a 
clinical study of two hundred consecutive 
cases of puerperal sepsis, occurring in my gyne- 
cological services, it will be my purpose to out- 
line the class of cases in which surgery has 
given a satisfactory result. 

The pathological types of infections which 
have been observed in my clinics, are first, the 
infections of small lacerations and abrasions 
about the vulvovaginal orifice and vagina, 
which become infected by the cocci present in 
the lochia, and undergo an inflammatory re- 
action, and are transformed into puerperal 
ulcers, the bases of which may be covered by a 
dirty yellow-gray fibrinous exudate; this ex- 
udate is firmly adherent to the underlying 
structures, and bleeding is produced by an 
attempt at its removal. These ulcers may ex- 
tend and involve the entire mucous membrane 
of the vagina, causing it to slough out in pieces, 
with the resulting granulating cicatrices, which 
may produce either fistule or atresia. 

Active therapy, aside from the maintenance 
of cleanliness which may be secured by saline 
irrigation, is apt to interfere with the develop- 
ment of the granulation wall of leucocytes, 
which is distinctly protective in this form of 
puerperal ulcer. It was formerly our custom 
to cauterize these areas with pure carbolic acid, 
or equal parts of carbolic acid and iodine, but 
the results have not justified a further continu- 
ance of this practice. 

The second form is where the primary focus 
originates in the uterus as a putrefactive sepsis. 
The entire contents of the uterus, blood clots, 
decidua, and portions of placental tissue may 
become the feeding ground for the development 
of the saprophytes and cocci introduced from 
below. The placental site is the area of least 
resistance, hence the frequency of phlebitic 
and thrombotic extensions. The natural pro- 
tection to this infected focus is the formation 


of the granulating wall of leucocytes, or the 
“leucocytic wall of Bumm,” associated with 
a small tissue cell infiltration, which protects 
the organ against the attacking organism. 
This wall of Bumm is more definite the lower 
and less virulent the type of the infecting or- 
ganism, and not so well defined when the or- 
ganism is actively virulent, and may be absent 
when the streptococcus is of hemolytic activity. 
Such a coccus may enter the tissues of the 
placental site within a few minutes after its 
implantation, and can be found in the blood 
within a few hours. No amount of intra- 
uterine instrumentation or douching can catch 
germs of such activity. 

Putrid endometritis may extend into the 
muscle and produce a septic metritis or intra- 
mural abscess, or along the veins and produce 
a thrombophlebitis, with local or remote foci, 
or a bacteremia, or through the lymphatics to 
the parametrium, infecting the cellular tissue 
within the folds of the broad ligaments, with 
resulting exudates of varying size, which may 
distend, shorten, or thicken the ligament to such 
an extent as to produce marked lateral dis- 
placement of the uterus; or the cocci may 
travel through the lymphatics to the peritoneum, 
exciting a local or general peritoneal inflamma- 
tion, depending on the virulence of the infector 
and the resistant receptivity of the soil into 
which it is introduced. 

As long as the phagocytes and antitoxins are 
able to overcome the invading organism by ex- 
udative limitation and localized suppuration, 
just so long is the process limited and amenable 
to surgical aid. When, however, the natural 
protection of the human organism has been 
impaired by hemorrhage, trauma, exhaustion, 
previous ill health, or the virulence of the in- 
fecting cocci is increased, there is a general 
dissemination of toxins throughout the body, 
and bacteremia supervenes, or when the blood 
is the carrier of infected material to distant 
parts of the body, and remote foci develop, it 
is pyzemia. 

In studying the two hundred cases which 
makes the basis of this report, I have been im- 
pressed with the difference in the mortality 
and morbidity of those patients who entered 
the hospital before any surgical treatment had 
been instituted on the outside, and in those who 
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had been subjected to a curettage, or other form 
of intrauterine manipulation, before their 
admission. In the former, parametric or peri- 
toneal complications were but seldom noted, 
while in the latter (seventy-seven in all, 63 of 
whom had been curetted one or more times) 
peritonitic and parametric exudates were 
present, or developed shortly after admission, 
in seventy-two of the women observed. This 
but emphasizes a fact known to us all, i. e., that 
any intrapelvic or intrauterine manipulation 
made during the acute stage of a puerperal 
sepsis always breaks down and disturbs nature’s 
protective barrier, and permits the dissemina- 
tion of the infection through freshly abraded 
or penetrated surfaces. 

It is a common fallacy for physicians, to 
classify all forms of fever post-partum under 
the one head, as sepsis. The pathology differs 
in the particular case, and the treatment should 
depend on the clinical and _ bacteriological 
diagnosis. 

In order to make the differential diagnosis, 
it is our custom on admission to the hospital to 
subject each patient to the following examina- 
tion. After taking the pulse and temperature, 
noting the condition of the tongue, the heart, 
the lungs, the distension of the abdomen, its 
tension, the height of the fundus, and any 
point or points of localized tenderness, a com- 
plete blood count and a blood culture is made. 
The vulva and vagina are then thoroughly 
cleansed and inspected for injury or local in- 
fection. The bladder is emptied and a careful 
pelvic examination proceeded with, in order 
to determine the condition of the cervix, the 
degree of its patulousness, the height, con- 
traction and retraction of the uterus, the mo- 
bility of the uterus, the condition of the para- 
metrium, and finally, the condition of the in- 
terior of the uterus. It is needless to say that 
a well contracted uterus with a closed cervix 
as nol entered. 

This examination is performed under the 
strictest asepsis, and the intrauterine explora- 
tions made with the gloved hand. If placental 
tissue, secundines, or blood clots are found in 
the uterus, they are removed with the finger, or 
the Ward placental forceps. The uterine 
cavity is then firmly packed with sterile gauze 
soaked in pure tincture of iodine, the excess of 
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iodine having been squeezed out, and the burn- 
ing about the cervix and vagina is neutralized 
and controlled by alcohol. This pack is left 
in the uterus for thirty minutes, when it is with- 
drawn, and no further intrauterine instru- 
mentation or medication is resorted to. If, on 
the other hand, the cervix is open, but the uterus 
is found to be empty and well contracted, and 
the endometrium smooth, the digital explora- 
tion is followed by one single intrauterine 
douche of normal saline solution. The patient 
is then put in a high Fowler position, and an 
ice-bag or ice-bags placed directly over the 
uterus, within the abdominal binder, and ergot 
or ergotole freely given to maintain firm uterine 
contraction and retraction, and thus minimize 
further bacterial invasion through a relaxed 
organ. 

Cathartics are avoided and the bowels 
emptied by repeated enemata. The abdom- 
inal distension is controlled with lavage, enem- 
ata, and the restriction of diet. The kidney 
secretion is maintained by the Murphy drip, 
or saline enemata. The blood examination 
and the blood culture now determine our 
further procedure. 

If the blood stream is sterile, and the leuco- 
cytes show resistance to the infection by their 
relative increase, the prognosis is favorable, 
it matters not what form of cocci are found in 
the uterine cavity. Ifon the other hand, strep- 
tococci are demonstrated in the blood, the 
leucocyte count low, with the polynuclear 
percentage high, a marked general intoxication 
is indicated. A low white cell count, in the 
presence of marked general symptoms, sug- 
gests a bad prognosis. Vaccines were used in 
seven patients in whom pure streptococci could 
be demonstrated in the blood. The effect was 
not marked, though it was noted that the more 
attenuated the streptococci, the more certain 
the reaction from the vaccine. Stock vaccine 
had little or no effect. The competence of 
nature in combating the infection was shown 
clinically by the fact that the temperature 
dropped, and the pulse began to improve as 
soon as the local peritonitic or parametric 
exudates developed. The blood picture cor- 
responded to this clinical evidence. 

In the seventy-two extensive exudates in this 
series, suppuration was a late result, the earliest 
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abscess occurring on the nineteenth day, the 
latest on the eighty-second day. Suppuration 
was evidenced in each instance, not only clinic- 
ally, by the continued elevation of temperature 
and pulse, and the increased tenderness, size, 
and tension of the mass, but by the relative 
increase of the polynuclear percentage, and the 
drop in the leucocyte count. Three of these 
seven cases were opened by an extraperitoneal 
incision above Poupart’s ligament. Four were 
opened by vaginal section. Sixty-five exudates 
completely absorbed, under the influence of 
time, rest, and baking with dry heat, as em- 
ployed by Gellhorn. 

The small percentage of interference is a 
result of our experience, which has taught us 
never to disturb a local focus post-partum as 
long as the patient shows improvement, unless 
there is definite evidence of a localized collec- 
tion of pus. None of these exudates were 
baked until the acute process was in abeyance. 
The general condition of the patient bore a 
direct relation to the rapidity with which the 
exudate was absorbed. The absorption was 
tedious when the anemia was marked, rapid 
when the blood state was resistant. Open air 
treatment aided materially in raising the red 
celi count, and in hastening the convalescence. 

Five cases of ruptured uterus are included 
in this study. Three of these patients had 
been packed in dirty tenements for the control 
of hemorrhage, before admission to the hos- 
pital, and were therefore classed as septic, and 
the radical operation performed. One had 
an instrumental perforation of the uterus, fol- 
lowing futile attempts on four successive days 
to evacuate it by curettage and forceps, of a six 
months’ foetus and its membranes. ‘The first 
and fourth were profoundly septic when admit- 
ted. Both died, one three days after hysterec- 
tomy, and the other on the operating table, 
after extirpating a lacerated and septic uterus. 
The second, third, and fifth cases made com- 
plete recoveries, though the convalescence was 
stormy and complicated by an embolic pneu- 
monia and phlebitic changes. 

The third death in this series was that of a 
woman admitted in extremis, suffering from 
septic purulent peritonitis, following criminal 
abortion. The abdomen was promptly opened 
under cocaine anesthesia, and several quarts 


of pus evacuated. The peritoneal cavity was 
drained with large rubber tubes placed in the 
pelvis. She died fourteen hours later. The 
fourth fatal case was also admitted in extremis, 
and died a few hours after a Pryor operation, 
the indications for which will be cited later. 
Two other fatalities are recorded. One woman 
died from acute gastric dilatation fifty-two days 
after her confinement, and eight days after an 
abdominal exploration and vaginal drainage 
of a right ligamentous pus collection. Another 
succumbed to septic endocarditis and general 
bacterzemia forty-seven days after confinement. 
Streptococci were repeatedly demonstrated in 
the blood, and the vaccine and supportive 
treatment failed to limit the disease. She was 
admitted on the seventh day post-partum. Two 
curettings had been done by local physicians. 
Six fatalities occurred in two hundred consecu- 
tive septic admissions. 

The Pryor operation or isolation of the uterus 
and pelvic peritoneal cavity, from the general 
peritoneal cavity, by the interposition of gauze 
rolls, has been a procedure reserved as only 
appropriate in post-abortal sepsis; not post- 
partum peritonitis. The writer’s former ex- 
periences with this method in peritoneal infec- 
tions at term, has given nothing but unsatis- 
factory results. In this series it has been used 
twelve times in the treatment of peritonitis 
following septic abortion and has, as claimed 
by its originator, limited the infection to the 
pelvis. ‘This we believe to be due to the fact 
that in abortions it is possible to shut off the 
lesser pelvis by introducing gauze rolls to the 
level of the brim. The sigmoid then falls 
across the brim, above the isolating gauze, and 
completes the separating barrier. This has 
been shown many times on the operating table, 
when a subsequent cceliotomy has been made, 
after isolation of the uterus has been practiced. 
On the other hand, when the womb is large, 
with its fundus above the brim of the pelvis, 
isolation is impracticable.’ 

A brief summary of the class of cases making 
up this report will give some conception of the 
types under discussion. Putrid endometritis 
or sapremia, uncomplicated by parametric 
or peritonitic lesions, was recorded forty-six 
times. The local symptoms determined the 
necessity for intervention. When the lochia 
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was profuse, dark, and fetid, and the cervix 
was open, the uterine cavity was digitally ex- 
plored, its contents emptied with the finger or 
forceps, and the uterus packed with iodine 
soaked gauze. No further local treatment 
was ever employed. Postural drainage was 
insisted upon, and liberal doses of ergot given. 
All of the patients in this class recovered. 

Lymphatic exudates. Intra- and extraperi- 
toneal exudates occurred in seventy-two pa- 
tients. As stated before, sixty-three of these 
women had been subjected to one or more 
curettings before admission to the hospital, 
consequently we have come to consider exu- 
dative peritonitis as a sequel of untreated, or 
badly treated puerperal endometritis, a later 
stage of the infective process, an effort of nature 
to localize and circumscribe the invader. 
Only seven of these exudates terminated in 
suppuration. 

When a patient is admitted with a pelvic or 
abdominal exudative mass, the extent of the 
mass is carefully mapped out, and penciled 
on the abdominal wall if the tumor rises out 
of the pelvis, the temperature and pulse are 
recorded, and a white cell and polynuclear 
count made. The blood examination is re- 
peated every day, until the symptoms show 
progression or improvement. No mass sup- 
purated in which the patient’s blood count 
showed more than 20,000 leucocytes, and a 
polynuclear count of below 82 per cent. 
Suppuration manifested itself by increased 
size, tenderness, and tension of the tumor, a 
rising polynuclear percentage, and continued 
elevation of temperature. Abdominal pain 
was a constant attendant. Pus formation was 
always a late complication. No mortality is 
recorded in this class. 

Pelvic cellulitis or infection of the cellular 
tissue in the broad ligaments, and in the utero- 
vesical fold, was noted sixteen times. All 
of these women had extensive cervical lacera- 
tions, which had opened an avenue for the 
invasion. The uterus was fixed and displaced 
in the pelvis by the induration which was 
present in one or the other broad ligament. 
The left ligament was the seat of the process 
eleven times, while the right ligament was in- 
volved but five. The same care and observa- 
tion was made in this class of cases as was made 
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in the peritoneal exudate class. In only one 
of these women did suppuration occur, and 
this case resulted fatally. Fifteen resolved, 
leaving a shortened and thickened ligament 
deflecting the uterus to one or the other side 
of the pelvis. The convalescence took from 
four to eight weeks. 

Seventeen cases of streptococci septicaemia 
and ten cases of bacteremia have afforded a 
most interesting study. The blood culture 
made the diagnosis positive. The strepto- 
coccus was demonstrated in the blood of seven- 
teen women, and a mixed infection was found 
in the blood of ten. In all, the uterus was 
empty and well contracted, and a purulent 
or sanguinopurulent uterine discharge was 
present. Marked prostration, with temper- 
ature varying from 102 to 106} were evident. 
The pulse was relatively high, 110 to 158. 
A rapid destruction of red cells, a diminution 
in the hemoglobin percentage, and very little 
white cell resistance, was the characteristic 
blood picture. But one fatality occurred. 
This patient died of a septic endocarditis. 
The treatment was supportive, fresh air, a 
nutritious liquid diet, the copious ingestion of 
water and saline solution by hypodermoclysis 
and enteroclysis, and ascending doses of Zam- 
bolettie’s solution of the arsenate of iron hypo- 
dermically, helped to effect nature’s resistance. 
Potassium citrate was given in large doses to 
maintain the alkalinity of the blood, and the 
necessary stimulation was attained with strych- 
nine and alcohol. No local nor operative 
treatment was employed, for when organisms 
are found in the blood, they have passed be- 
yond the reach of surgical attack, and must be 
met by increasing the blood resistance. 

The five cases of rupture of the uterus have 
already been mentioned in referring to the 
mortality of the series, so no further reference 
need be made here. Two patients suffering 
from true pyemia with multiple foci were 
admitted. One was post-abortal, the other 
post-partum. Both complained of severe joint 
pain in the knees, elbows, and shoulders. The 
temperature ranged from 101 to 1044, chills or 
chilliness occurred several times a day, fol- 
lowed by exacerbations of temperature. ‘The 
cardiac, pulmonary, abdominal, and_ pelvic 
examinations showed nothing except a slight 
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thickening of the left broad ligament. Pus 
foci developed just above the left elbow, in the 
right calf, on the inner side of the left knee, 
and at the left ankle. These abscesses were 
incised, drained, and cupped. One patient 
developed two purulent foci in her right lung, 
which cleared up under appropriate treatment. 
Repeated blood examinations failed to show 
any but attenuated cocci. This patient was 
repeatedly inoculated with stock vaccine 
without success. Both cases recovered. 
Twelve patients were admitted with pelvic 
peritonitis from post-abortal infections. ‘Ten 
had been curretted before entering the hospital, 
and two had the uterus emptied after their 
admission. In seven the uterus was found 
retroflexed or retroverted, which impaired the 
uterine discharge. The temperature ranged 
from 102 to 105. The polynuclear per- 
centage was above 86, and the local pelvic 
exudate was exquisitely sensitive to pressure. 
A free cul-de-sac incision was made, and after 
freeing the posterior adhesions, isolation of the 
uterus and pelvic peritoneum was accomplished 
by the introduction of rolls of gauze. These 
rolls were spread out back of the uterus, from 
pelvic wall to pelvic wall. A marked temper- 
ature reaction always followed within twelve 
hours, which dropped again in the next twenty- 
four. A high Fowler position, and an ice-bag 
over the hypogastrium, completed the treat- 
ment. The gauze was left in position for from 
five to eight days, when it was removed and 
not replaced. All of these patients recovered. 
This procedure we believe to be specially indi- 
cated in post-abortal septic pelvic peritonitis, 
when the uterus is retrodisplaced, as in no other 
way can the uterus and pelvis be drained. 
Two of these women have been subsequently 
coeliotomized, and the writer has been impressed 
with the absorptive power of nature and time, 
as the pelvis of each was found practically free 
from adhesions. Eight of the patients with 
pelvic abscesses had had incomplete abortions. 
In only three could a gonorrhceal history be 
elicited. Two followed Cesarean section. 
These women had been placed in the Fowler 
position immediately after the operation, to 
favor uterine drainage. This also favored 
the accumulation of blood in the cul-de-sac, 
which became infected by the colon bacillus, 


with a resulting abscess. Only one pelvic 
abscess was post-partal, this patient had had 
several intrauterine irrigations before admis- 
sion. All were freely opened and drained 
through the vagina, and all recovered promptly 
after the pus was evacuated. 

Five cases of uterine and femoral thrombo- 
phlebitis were observed. This was a late com- 
plication and presented a definite clinical pic- 
ture before the thrombosis extended to the 
thigh and leg. The temperature remained 
high and irregular, the involution of the uterus 
seemed to progress at a normal rate, but the 
pulse remained persistently rapid. The pelvic 
examination was negative, except for the pres- 
ence of a slight thickening and sensitiveness 
of the left broad ligament. Any manipulation 
of the uterus was always followed by an exacer- 
bation of temperature, metrorrhagia was per- 
sistent, after the red lochia should have ceased, 
and was always increased by the pelvic exam- 
ination. A phlegnosia alba doleus developed 
in each of these women, and in one a peri- 
femoral phlebitis developed, producing a dis- 
secting abscess behind the parietal peritoneum, 
which extended along the femoral to the saphe- 
nous opening. ‘This was drained by incisions 
above and below Poupart’s ligament. ‘The 
convalescence was protracted. 

Of the three cases of septic purulent peri- 
tonitis, one died fourteen hours after abdominal 
section and drainage, and two recovered. 
These two women had been confined four or 
five days, respectively, before admission, and 
were operated immediately. There was ex- 
treme distension of the abdomen, intestinal 
paresis, a rapid running pulse, rectal temper- 
ature of 103, great general prostration, a low 
leucocyte count, and a high polynuclear per- 
centage and dullness in the flank. The pelvic 
findings were negative. The treatment was 
free abdominal incision, tube drainage with 
aspiration of the tubes every two hours, a high 
Fowler position, the continuous Murphy drip, 
and gastric lavage. Absolute starvation was 
enforced. The writer feels sure that bold and 
timely intervention saved these women. 

My one case of intramural abscess occurred 
in a woman who was admitted with a septic 
metritis, who had been curetted. For a time 
she improved, under expectant treatment, but 
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on the fifteenth day her temperature, pulse, 
and pelvic pain increased, and the uterus, which 
was just above the pubes, began to enlarge 
and become exquisitely tender. The poly- 
nuclear count showed 87 per cent and rapidly 
rose to go per cent. On bimanual examina- 
tion, a tender fluctuating tumor was made out, 
continuous with the uterus, to the left of the 
fundus anteriorly. An anterior colpotomy 
was made, the bladder pushed back, and the 
abscess opened from below. ‘The bladder was 
injured during the process. The recovery 
was prompt, and the vesical fistula healed 
spontaneously. Should we meet another such 
case, I would favor adopting the suggestion of 
Sampson, i. e., to make an exploratory ceeliot- 
omy to locate the position and anatomical re- 
lations of the abscess before attempting to 
make drainage. 

From study of the foregoing cases, we must 
summarize as follows: First, that each case of 
post-partum or post-abortal infection must be 
studied individually, and an accurate diagnosis 
must be made on the clinical, bacteriological, 
and blood findings, before any treatment is 
instituted. 

Second, that nature is competent in the ma- 
jority of instances to localize and circumscribe 
the infection. 

Third, that operative procedures should be 
avoided if possible, and are not indicated unless 
there is derhonstrable evidence of intrapelvic 
or abdominal inflammation, necrosis or sup- 
puration. 

Fourth, that curettage, douches, and exami- 
nations during the acute stage, break down 
barriers and open avenues for the further dis- 
semination of sepsis to the myometrium, para- 
metrium and adjacent tissues, and that the 
danger from curettage increases with each 
month of pregnancy. 
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Fifth, that enormous pelvic and abdominal 
exudates may disappear without operation, 
and that in time enlarged ovaries, tubes, etc., 
may assume their proper size and function, 
and further, that as long as the patient’s 
general condition improves, no surgery is ad- 
visable. 

Sixth, that all operations are attended with 
less risk after the acute stage of the infection 
has subsided, and that an exact diagnosis is 
more easily made at this time. 

Seventh, that after the uterus is thoroughly 
emptied, the pelvis should be left absolutely 
alone, and that we should make every effort to 
support our patient, and increase her natural 
blood resistance. 

Eighth, that extraperitoneal drainage of 
local foci should be elected when possible, 
either by incision just above Poupart’s liga- 
ment or by posterior vaginal section, and 
when this is impossible, because of an inabil- 
ity to determine the exact anatomical relations 
of the local foci, an exploratory laparotomy 
is justifiable in order to make an exact diag- 
nosis, and determine upon the safest route 
for drainage. 

Ninth, that operative interference, in the 
acute stage of sepsis, is only indicated in gen- 
eral purulent peritonitis, post-abortal pelvic 
peritonitis, infected tumors in or near the gen- 
ital tract, and uterine rupture, when said rup- 
ture has occurred in the course of labor and 
has been handled outside of a well man- 
aged maternity, and finally, that thrombo- 
phlebitis is a conservative process on the part 
of nature to limit the spread of infection, and 
that any form of pelvic manipulation only 
tends to break down and separate parts of 
these thrombi, extending the infection to the 
more remote parts, thus jeopardizing the 
patient’s life. 
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REPORT OF THREE UNUSUAL CASES! 


PRIMARY CARCINOMA OF THE FEMALE URETHRA; 
WITH PREGNANCY; 


H2MATOMA OF THE BROAD LIGAMENT RECURRING 
FIBROID TUMOR OF THE OVARIAN LIGAMENT 


By W. P. MANTON, M.D., Detroit, MICHIGAN 


HE determining of the nature of a given 
disorder does not depend so much on 
the symptomatology presented or on 
what is found on examination as ona 

correct interpretation of these two based on a 
knowledge of the statistics of disease and the 
natural history. For it is only as the result 
of the study of accumulated cases that, al- 
though perhaps unconsciously, a true concep- 
tion can be obtained of any morbid process and 
its therapeutic treatment scientifically estab- 
lished. ‘Thus the statement that “The teller of 
strange tales is not the least among the bene- 
factors of men” is peculiarly applicable in med- 
icine, since the tabulating of diseased con- 
ditions increases the total of knowledge and 
places the physician in a position of some- 
what security regarding the diagnosis, course, 
and treatment of the complaint. 

It is with this idea in mind that I venture to 
present to your attention the three following 
unusual cases, a contribution to the statistics 
of their kind: 


I. A CASE OF PRIMARY CANCER OF THE 
URETHRA 

Mrs. McM., came under observation November 30, 
1907. The patient, a feeble woman 56 years old, has 
had three children, the last 25 years ago, and has passed 
ihe menopause seven years. She claims that her 
present ailment has existed since the last labor, when 
the ‘‘nurse’”’ (midwife) pulled the child from her and 
in so doing scratched the meatus urinarius with the 
finger nail. Subsequent catheterization by a physician 
caused her much pain. The family history is negative. 

She has a chronic bronchial cough, and “‘catarrh in 
the head,” which is very annoying, but complains prin- 
cipally of the opening of the water passage as the source 
of much distress. There is a constant discharge from 
the parts, but she is unable to determine whether from 
the vagina or urethra. Micturition is not usually 
painful, but at times the urine scalds. Occasionally 
when walking she is seized with a sharp pain in the 
external genitals; at other times the urethra becomes 
so sore that she cannot sit down until she has remained 
quietly standing for a few minutes. The bowels are 
constipated and her food distresses her. 
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Four years ago a growth was removed from the ure- 
thra and other ‘“‘operations” performed, the nature of 
which she does not know. Following this procedure 
the wound never healed and the growth gradually 
returned. She states that a second operation on the 
urethra was done in June, 1907. 

Examination. Vaginal examination reveals nothing 
abnormal] in the pelvis. From the somewhat dilated 
urinary meatus, the lower end of a polypoid growth 
the size of a pea is visible. The margin of the orifice 
is flush with the vestibule. The growth springs from 
the posterior wall of the urethra just within the open- 
ing, about one-sixteenth of an inch up. It is of a dull 
red color and from it, at the base, fine reddish lines 
radiate to the right and left in the neighboring mucosa. 
The growth does not bleed readily on manipulation, 
but the passing of a sound over it gives rise to a slight 
bloody oozing. The parts are quite sensitive and ex- 
amination causes considerable distress. There is no 
appreciable thickening of the urethra except for a short 
distance above the attachment of the polypus. No 
enlarged glands can be detected anywhere in or about 
the pelvis. 

Diagnosis. Urethral polypus, possibly malignant. 

December 12, 1907, operation at the Woman’s Hos- 
pital. Under either anzsthesia a circular cut was made 
around the meatus and the urethra dissected up to a 
point representing the beginning of its lower third, 
where it was amputated. The bleeding was consid- 
erable but was easily controlled. The remaining 
portion of the urethra was then loosened from its 
attachments to permit of its being drawn down to the 
external opening, where its edges were united to the 
vestibular mucosa by fine catgut sutures, a new meatus 
of supposedly healthy tissue being thus formed. A 
self-retaining catheter was placed in the urethra, and 
a pack of iodoform gauze in the vagina so as to exert 
pressure along the whole extent of the urinary tube. 
The gauze was removed on the fifth day and the cathe- 
ter on the ninth. The patient made an excellent 
recovery from operation and left the hospital on the 
thirteenth day. At that time, the new meatus was 
nearly healed, the parts looked healthy, and the urine 
could be retained for several hours. When the catheter 
was first removed there was a slight dribbling of urine 
which at the time of dismissal, caused some discomfort 
from irritation, but this was corrected in the course of 
a few weeks and, save when the patient coughed, there 
was no escape of fluid. 

The portion of the urethra removed, with attached 
polypus, was submitted to Dr. Heneage Gibbes for 
microscopical examination. Sections were made from 


1 Read before the American Gynecological Society, Washington, D. C., May 3-5, 1910. 
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three portions of the specimen, (a) the apex, (b) the 
middle portion, and (c) the proximal part or base of 
the growth. All of these showed similar conditions 
throughout. On the surface there was stratified 
squamous epithelium, more showing in series (a) than 
in the others. Under this epithelium were a number 
of capillary blood-vessels, and in some places hemor- 
thage had taken place. The matrix was formed of 
loose fibrous connective tissue and some bands of non- 
striped muscle. Running into this tissue were a num- 
ber of small tubular glands, and it was in these that 
them most marked changes were found. These changes 
were of two kinds: In one, the gland tubes were hyper- 
trophied and formed small cysts, some of which con- 
tained a coagulated fluid. ‘The tubes were lined by 
a single layer of short columnar epithelium which had 
become gradually thinned by pressure from within 
until only a thin capsule of fibrous tissue remained. 
The other tubes showed an entirely different condition. 
In these, in many places, the epithelium had increased 
by division into the tube to such an extent as to almost 
‘obliterate the original lumen. Here the epithelium 
was many layers deep. This is the same change that 
takes place in the tubes of the mammary gland in the 
initiation of carcinona of that organ. In some places 
the section had passed transversely through the tubes, 
which were entirely filled with epithelium so that no 
lumen was visible. 

Taking the series in their sequence, the number of 
tubes in which this change had taken place was dis- 
tinctly increased, and in the base, that is, where the 
operation cut had been made, they existed right down 
to the cut surface, so that it was probable that all the 
tubes which had undergone the change had not been 
removed. 

The pathologist adds: ‘The case is an interesting 
one and appears to be following the course taken by a 
columnar epithelioma of the pylorus, that is, growing 
outward while the cells are dividing inward like a 
glandular carcinoma.” 

January 11, 1908. ‘The lips of the new meatus look 
red and puffy, and there is very slight bleeding on 
manipulation. 

March 5. A granulation the size of a split pea on the 
right side of the meatus and another of pin head size 
on the left side have appeared. The patient expresses 
herself as “‘better in health in quite a good many ways 
than before she went to hospital.” 


April 1. The granulations noted now present a 
polypoid appearance. 

April 15. A small mass of the projecting growth 
removed. 

June 22. Appearance of the meatus improved; the 


growth is not so prominent or inflamed. ‘The part is 
very tender but bleeds only slightly on manipulation. 
Patient says that she feels better locally, but that if the 
parts are injured it gives rise to the old suffering. 

June 30 and July 13. Small projecting portions 
removed from meatus. Patient is feeling better. 

September 5. Patient thought that condition was 
almost well when it ‘“‘broke out” again a week ago, 
bleeding a little. She complains of pain in right hip 


running down leg, with swelling of latter at times. Ex- 
amination negative. A small piece of tissue removed. 

September 15. Another small granulation removed 
from right side of meatus. Parts looking healthier. 
At this time the patient was lost sight of. The bits of 
tissue removed were examined by Dr. Gibbes. 

Report oa specimen of June 30, 1908. 

There were no tubular glands in this specimen. The 
portions removed were more or less rounded in shape 
and appeared quite different on the two sides. On 
one side there were irregularly arranged normal cells 
several layers deep, on a loose connective tissue base. 
In the latter were numerous blood-vessels and much 
extravasated blood. The epithelium was fairly normal 
but there were a few interpapillary processes which 
were large and pear shaped and projected from the 
superficial epithelium deeply into the loose connective 
tissue. On the opposite side epithelial trabecule 
passed trom the superficial epithelium in every direction 
showing a typical epitheliomatous formation, except 
that there were no regular cell nests, although there 
seemed to be here and there attempts at their formation. 
This is not unusual in an epithelioma growing from a 
mucous surface. 

In some of the trabecule and in the connective tissue 
were masses of material which stained very deeply, in 
which nuclei could occasionally be made out. ‘Those 
in the connective tissue somewhat resembled tubercular 
growths. This appeared to have nothing in common 
with the carcinomatous growth. 

Specimen removed September 15, 1908. 

This growth showed less of the carcinomatous change 
than either of the others examined. Sections did not 
show a complete circle of superficial epithelium but 
the latter was in parts the same as one side in the former 
specimen, thickened epithelium with here and there 
trabeculae, but not many. There were many patches 
of normal tissue containing non-striped muscle, as 
found in the normal urethra. There was also a mass 
of capillary blood-vessels, such as forms normal erectile 
tissue. The superficial epithelium is much thicker in 
places than in the last specimen, and the cells are quite 
different, resembling those found in epithelioma of the 
inside of the cheek. ‘The cells were large and the 
nuclei very small. 


Studying these growths consecutively it 
would seem that the malignant influences have 
been gradually weakened. It is an interesting 
point that the carcinomatous change first 
appears in a secreting cell of the lowest order 
and then passes to a cell without secreting 
power, but protective in nature, and then grad- 
ually dies out. 

Primary carcinoma of the female urethra is 
among the rarest of malignant manifestations 
although the looseness with which the condition 
has been reported in the past has given rise to 
an erroneous impression that it is not of such 
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infrequent occurrence. The publication of 
Ehrendorfer’s article! in 1889 did much to 
direct especial attention to the subject and has 
led to more careful investigation and a greater 
accuracy in the detail of cases, but still leaves 
much to be desired. 

As pointed out by Karaki,? only those in- 
stances should be considered as primary cancer 
of the urethra in which the growth takes origin 
in the mucosa or glandular tissue of the tube, 
while involvement of the part by extension 
of the disease from contiguous structures or 
neighboring organs, as under other circumstan- 
ces, should be regarded as secondary only. 
The confusion created by inaccuracy in details 
in many hitherto reported cases, makes any 
attempt at absolute correctness in statistics 
impossible, but, taking only such cases as have 
been conclusively shown to be strictly urethral 
in origin, the number of instances of primary 
cancer of the urethra in comparison to cancer 
developing in other portions of the body is 
surprisingly small, and prompts the query as 
to why in a part so exposed to insults and injury 
— if these have to do in any way with the eti- 
ology of cancer in general — it is so compara- 
tively exempt from malignant degeneration. 

A careful search of the literature to 1910 
gives the reports of but 35 cases, including my 
own, of primary cancer of the female urethra. 


II. A CASE OF HZMATOMA OF THE BROAD LIGAMENT 
RECURRING WITH PREGNANCY 


Mrs. B., aged 28, a small, nervous blonde, the 
mother of one child born four years ago, as the result 
of self-experimentation with drugs miscarried of a 
three months’ foetus in May, 1909. The hemorrhage 
at the delivery was so severe as to excite alarm, and 
curettage was considered as a means of arresting the 
flow. The bleeding was finally checked however, and 
the patient made a slow but satisfactory convalescence. 
At the time of the abortion the attending physician, 
Dr. George Duffield, discovered what was thought to 
be a small fibroid in the right horn of the uterus. The 
growth could be definitely mapped out and was sup- 
posed to be a possible factor in determing the hemor- 
rhage. 

Incidentally it may be here mentioned that the pa- 
tient, never before having gone through an abortion, 
and having heard that exercise was conducive to the 
throwing off of the products, as soon as the flow began 
walked the room until exhausted, occasionally varying 
her activities by jumping from a chair. 


1 Archiv fiir Gyniikologie, bd. 58, p. 463, 1890. 
2 Zeitschrift fiir Geburtshiilfe und Gynikologie, bd. 61, p. 151,1907. 


Examined some months later the suposed fibroid 
could not be found, and it was thought to have dis- 
appeared during the process of uterine involution. 

When seen in consultation the latter part of Decem- 
ber, 1909, the patient had been ailing for some time 
with obscure pelvic pains, a sensation of weight in the 
hypogastrium, an occasional gastric upset, and a some- 
what persistent vertex headache. Menstruation, 
which had formerly taken place every three weeks, had 
more recently occurred every twenty-eight days up to 
the last period, which she had skipped. The preceding 
two flows had been excessive, were described as “‘hzm- 
orrhage,” and had left the patient somewhat pros- 
trated. 

When examined, the uterus was found to be slightly 
enlarged, soft, and tender, resembling a subinvoluted 
organ. The cervix was small, short,and hard. From 
the right uterine horn there projected a smooth, hard 
mass the size of a pullet’s egg, the general feel of which 
seemed unmistakable. A diagnosis of cornual fibroid 
was made and operation for its removal advised. 
While because of the increased size of the uterus the 
presence of pregnancy could not be positively excluded, 
the absence of other signs and symptoms, excepting the 
one missed menstruation, rendered this improbable, 
or, if present, not advanced beyond the sixth week. 
Both the husband and the patient declared gestation 
impossible. So apparently clear was the diagnosis 
that no further examination was made before operation. 

A little more than two weeks later on January 13th, 
at Harper Hospital, the abdomen was opened by a 
short median incision. The uterus was enlarged to 
about two and a half months’ pregnancy, but abso- 
lutely no trace of a fibroid was to be found. In the 
right broad ligament, however, was a hematoma the 
size of an English walnut situated close to the side of 
the uterus between the folds of the peritoneum. The 
general appearance of the tumor was that of one under- 
going absorption, although the mass was still immov- 
able and hard to the touch. The pelvis was otherwise 
free. 


A scrutiny of the case shows that a tumor 
simulating a fibroid was discovered in two suc- 
ceeding pregnancies; that it disappeared fol- 
lowing the first abortion and was not again 
discovered until the patient had become preg- 
nant for the third time. Explanation of the 
occurrence of the phenomena must be purely 
conjectural. It is possible that the origin of 
the first haematoma was due to the excessive 
activity of the patient at the onset of the abor- 
tion and that the affected vessel had subse- 
quently become varicose or so weakened that 
under the stimulation of the subsequent preg- 
nancy and the augmented blood supply to the 
pelvic viscera the vessel had again given way 
and hemorrhage ensued. 

It is a well known fact that intraligamentary 
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hematoma differ very markedly from such 
conditions occurring extraperitoneally. Soon 
after escape, the circumscribed blood mass 
becomes rounded and hard on palpation, and, 
in the absence of special symptoms pointing 
to hemorrhage, as in the present instance, 
may readily be mistaken for a fibroid growth. 

A somewhat careful search of the literature 
fails to reveal the report of a similar instance 
to that just detailed. 


Ill. A CASE OF FIBROID OF THE OVARIAN LIGAMENT 

The history of this case is meager. 

C. A. F., an inmate of the Eastern Michigan Asylum, 
is 47 years old, married, 2 para, and has never aborted. 
Menstruation began at 12 and is said to have been 
regular and normal. At times she complains of severe 
pelvic pains, numbness, and loss of consciousness. To 
determine the cause of the pelvic symptoms an exami- 
nation was made and a solid immovable mass the size 
of a small orange was discovered at the right of the 
uterus, somewhat separated from the latter and appar- 
ently situated in the broad ligament. The growth was 
diagnosed as intraligamentous, but its nature could not 
be determined. There. were also a cervical polypus 
as large as a small plum, a bilateral laceration of the 
neck, and a tear of the perineum involving the upper 
portion of the muscles. 

On November 14, 1909, the polypus was removed 
and the cervical and perineal defects repaired. The 
abdomen was then opened and a tumor 5” x 3” found 
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on the right side attached to the broad ligament by a 
pedicle so narrow as to give it the appearance of being 
sessile. The growth lay below and in front of the 
ovary; as no trace of the ligament of the latter could 
be found, it had evidently become incorporated in the 
new growth. When removed, the tumor presented a 
white and glistening appearance and was firm to the 
touch. The ovary of this side was cirrhotic. On the 
left side the Fallopian tube was congested and the ovary 
was small. The appendix vermiformis was very long 
and showed signs of previous inflammation. 

The specimen was examined by Dr. Heneage Gibbes, 
who reported as follows: 

Sections were made from four different parts of the 
growth and were found to be practically the same 
The appearance presented was that of a mass of young 
connective tissue cells arranged densely at the periphery 
and more loosely in the interior. The cells were the 
same throughout, but in some parts they resembled 
embryonic fibrous tissue; the cells themselves were 
fusiform without any appreciable interstitial tissue. 
The impression given was that of a rapidly growing 
fibroid tumor. The most striking feature of the 
growth was the great number of blood-vessels, which 
varied in size and were all distended with blood. 

The only reference to the occurrence of 
fibroids of the ovarian ligament which I have 
been able to find are the two cases reported 
by Doran’ in 1896. In both of these cystic 
cavities existed. 


1Transactions of the London Obstetrical Society, vol. xxxviii, 
p. 189, 1896. 





WHAT ARE THE END RESULTS OF SURGERY OR SURGICAL OPERA- 
TIONS FOR THE RELIEF OF NEURASTHENIC CONDITIONS 
ASSOCIATED WITH THE VARIOUS VISCERAL PTOSES: 

TO WHAT EXTENT DO THEY IMPROVE THE 
NEURASTHENIC STATE ITSELF?! 


By JOSEPH A. BLAKE, M.D., New York Ciry, New York 


representing the American Surgical Asso- 
ciation in the opening of the joint discussion 
of this subject by the members of the 
Association and the American Gynecological 
Society. At the same time I am deeply con- 
scious of the difficulty of presenting this ques- 
tion in a proper manner, and of my misgivings 
as to my ability to do it. The answer, if an 


| = deeply impressed with the honor of 


answer is forthcoming in our present knowledge 
of the subject, I must leave to you. 

It is high time that the question should be 
brought before the deeper thinking men of our 
profession and the value of the surgical therapy 
of these conditions determined; and I congratu- 
late our president upon his being alive to the 
importance of the subject and to the need of 
clearing the atmosphere of the doubt and error 


1 Read before the Joint Session of the American Surgical Association and American Gynecological Society, Washington, May s, 1010. 
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that has surrounded it. If, in this discussion, 
a rational basis for the selection of conditions 
requiring surgical interference and the operative 
methods for them be determined upon, a great 
boon will be conferred upon a large class of 
sufferers, and at the same time much will 
be done to prevent unnecessary and vicious 
operations. 

In presenting this subject it has seemed to 
me the better plan would be to state, in a 
general way, my own views as to the indica- 
tions for operative interference, and my opinion 
as to what results may be expected rather than 
to attempt a tabulation of operations and results; 
an extremely difficult thing to do, for most 
surgeons do not, or at least, do not admit that 
they operate for neurasthenia itself and con- 
sequently their records are not classified under 
that heading and, therefore, are not available. 

When recommending an operation for a 
patient in whom there is a strong evidence of 
neurasthenic taint, it has always been my 
endeavor to be certain of the presence of a de- 
finite anatomical condition which was causative 
of the symptoms and which I could be fairly 
sure of being able to benefit. Still, in several 
instances, I have been guilty of operating upon 
those poor wretches already sufferers from 
multitudinous operations, whose abdominal 
walls had been almost entirely converted into 
scar tissue, and whose viscera were moulded 
into a cast of the abdominal cavity by a matrix 
of adhesions, in the faint hope, seldom realized, 
that some cause for their pain might be found 
and corrected, only to find that most of these 
poor unfortunates were irretrievable wrecks 
because the vicious positions of their organs 
had been perpetuated or new ones equally 
bad produced by ill-advised and often ill-con- 
ducted surgery. In order to obviate such 
results four conditions must be satisfied before 
an operation is undertaken. Firstly: that 
there is a definite morbid or mechanical per- 
version of the normal conditions of the viscera; 
secondly: that it is the chief underlying cause 
of thes neurasthenic state; thirdly: that the 
neurasthenic condition cannot be cured without 
its correction, and fourthly: that it can be 
corrected by a definite operative procedure of 
only moderate danger to life. 

The question before us deals with the 





visceral ptoses and consequently we do not have 
to consider other affections of the abdominal 
organs, such as, for instance, appendicitis, 
that may produce or contribute to a neuras- 
thenic condition. 

But before taking up the various ptoses let 
us dwell, for a moment, upon what we mean 
by neurasthenia; without attempting to dilate 
upon its manifold causes and effects. Literally 
it means exhaustion of the nervous system. 
When established there is usually a certain 
amount of hyperesthesia as well, and condi- 
tions, which, in the normal individual, might 
give rise to only momentary or occasional in- 
convenience, or not be noticed at all, become 
magnified into relatively tremendous pro- 
portions, and actually contribute to the per- 
petuation of a neurasthenic state although they 
possess no inherent effect in undermining the 
health, other than through the subjective 
sensations they may produce. In such a 
category of conditions not essentially morbid 
in themselves, we may place most cases of 
nephroptosis, gastroptosis, and displacements 
of the pelvic organs. In enteroptosis, on the 
other hand, the relation between cause and 
effect is not so clear, and while the neurologist 
is apt to consider the lower blood pressure, 
the disturbances of intestinal function and the 
concomitant putrefaction, gas formation, and 
auto-intoxication as symptoms of neurasthenia, 
there can be no doubt but that they are, in a 
large measure, causative, or at least, that a 
sort of vicious circle is established which is 
extremely difficult to break. 

In the case of the movable kidney in a 
neurasthenic, the question of benefit to be 
derived from fixation is comparatively easy. 
It is almost the same as it would be in a normal 
individual. We only have to be certain that 
its mobility is productive of pain or inter- 
ference with its circulation or function and 
that, as an irritant, it has a worse effect upon 
the neurasthenic than would result from the 
simple and straightforward operation for its 
correction. ‘The same, in a measure, may be 
said of gastroptosis, for the disturbances of 
function of the stomach are chiefly mechanical 
and possibly secretory, absorption from the 
stomach being a negligible quantity. 

In enteroptosis the question is a far more 
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difficult one. We have to do with a greater 
complication of conditions. Besides the me- 
chanical ones, which I shall allude to later, 
absorption is an important factor and adds to 
the train of symptoms of mechanical origin, 
those of intestinal auto-intoxication. While the 
latter has become a hackneyed term and per- 
haps too often misapplied, yet there is little 
doubt but that it is a prominent feature in 
most cases of neurasthenia associated with 
enteroptosis, and depresses the nervous system, 
thus rendering it more sensitive to the sensory 
impressions derived from the mechanical 
disturbances. Furthermore, it tends to de- 
crease the muscular tone and produce general 
myasthenia. As a result of this the muscles of 
the abdominal wall do not support the viscera 
properly and preserve the normal intra-abdom- 
inal pressure; the visceral veins become 
distended from loss of support, increasing the 
slowing of the circulation already brought 
about by a depressed vasomotor system and 
cardiac muscle; the intestinal muscularis does 
not perform its function properly and intestinal 
stasis and irregular accumulations of gas 
result. Intestinal stasis leads to abnormal 
fermentation and putrefaction, and later to 
inflammation of the mucosa; absorption of 
toxic products becomes increased, and the 
endless chain goes round and round, each link 
a pathological factor and each almost as impor- 
tant and as hard to break as the others. And 
the trouble is that the removal of a link does 
not break the system, for it is almost as quickly 
re-formed. 

The question that interests us surgeons is: 
Are any of these links of a mechanical nature 
such that they can be removed by mechanical 
measures, and will their removal break the 
chain? The two that immediately strike us 
as possibly remediable by surgery are, first: 
the relaxation of the abdominal wall, and 


second: the falling and lengthening of the 
intestines. The question as to whether their 


surgical treatment will break the chain is best 
taken up in their individual consideration. 
Fortunately or unfortunately they can both be 
treated surgically at the same time. Again, 
individual cases differ markedly, and while one 
of them may be a prominent feature in one case, 
it may be a minor one in another. 
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Relaxation of the abdominal parietes may 
be a part of a general myasthenic condition or 
be produced by excessive stretching, such as 
results from rapidly succeeding pregnancies. 
In the former cases it is obviously unfitted for 
surgical treatment; in the latter it may well 
be a major cause of visceral ptosis and neu- 
rasthenia and can be successfully attacked and 
remedied, either by itself alone or in connection 
with the correction of the visceral ptoses, by 
a side to side lapping of the abdominal wall. 
Before operating, however, we should be sure 
that we are conforming to the rules 1 have 
already mentioned governing the surgical 
treatment of these cases, namely, in this in- 
stance, that it is the chief or underlying cause 
and that it cannot be remedied by other than 
operative measures. I have had extremely 
gratifying results in such cases. 

The question of the surgical treatment of 
enteroptosis, it seems to me, is the most difficult 
and most important of those we have to con- 
sider, and is the one upon which I most desire 
to hear the opinions of the Associations. The 
more I see of cases of so-called splanchnoptosis 
or enteroptosis, the more I am impressed with 
the inadequacy of operations for the correction 
of the displacements of single organs, and the 
more convinced I become of the importance of 
the lengthening of the large intestines in the 
production of the neurasthenic state. I shall 
dwell somewhat upon the reasons that have 
lead to this belief, in the hope that by so doing 
I shall elicit discussion upon them. Further- 
more, very radical views as to this question and 
its treatment have recently been presented to 
the American Surgical Association and to the 
profession generally, and an expression of 
opinion at this time will be of even more value 
than it was then. 

In enteroptosis the following anatomical 
conditions are usually present: The hepatic 
and splenic flexures remain fixed in their 
normal position, the caput coli is long and 
hangs over the pelvic brim; the middle of the 
transverse colon often reaches to the pelvis; 
the pelvic colon is voluminous. There 
consequently a decided lengthening of the 
intestine. Apparently the hepatic and splenic 
flexures act as the chief means of support, 
and being dragged upon, tend to become 


is 
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points of relative obstruction on account of 
their acute angulation. In all cases there is 
a more or less marked dilation of the caput 
coli; an accumulation of gas can usually be 
felt or percussed there and the patients com- 
plain of a pain there which resembles closely 
that complained of in obstructive neoplasms 
of the transverse and lower colon. ‘The pres- 
ence of the pain at the caput is the cause of 
frequent removal of an innocent appendix. 
In some cases there is a more or less general 
dilation of the colon which probably results 
from overdistension of a weak muscularis by 
gas and fecal accumulations. The condition 
in the more marked cases approaches the so- 
called megacolon in Hirschsprung’s disease. 
Constipation is commonly present although 
colitis and diarrhoea may be a feature. In a 
few cases recently brought to my attention, 
there has been a marked relaxation of the 
mucosa of the pelvic colon and upper rectum, 
and it has slid down within the outer coats 
forming a sort of intussusception of itself, so 
that its folds would occlude the lumen of the 
dilating sigmoidoscope. In these patients the 
constipation has been extreme. 

Suspension of the transverse colon, although 
it has apparently been productive of results 
in the hands of some surgeons, would seem 
almost futile, for even if the hepatic and splenic 
flexures are thereby relieved of the sag of the 
transverse colon, the colon itself is not shortened 
thereby and the element of absorption is cer- 
tainly not eliminated. 

The rational treatment would seem to be 
that advocated by Lane: namely, excision of 
the ascending and part or all of the transverse 
colon, and implantation of the ileum into the 
colon below. But can we recommend such a 
severe and dangerous procedure? I do not 
feel that we can as routine treatment, but there 
are some whose condition is lamentable and 
who even welcome a lethal termination of their 
sufferings. In carefully selected cases in which 
we are sure of the anatomical conditions present, 
and these are easily determined by radiography 
in addition to our other means of diagnosis, 
I feel that it is right to do it. I think also 
that we can be fairly positive that relief will 
follow the operation. The reported results in 
the main are good. I have not done the opera- 


tion for the condition under discussion, but 
have a number of times for neoplasm, and other 
conditions of the cecum and ascending colon, 
and the functional results have been excellent. 
Moreover, in some of these patients who were 
of the type of the enteroptotic neurasthenic, and 
who had suffered most of their lives with 
bilious headaches, the improvement in their 
general condition has been remarkable. 

Unilateral exclusion of the colon is an opera- 
tion of less primary risk. It may be accom- 
plished by dividing the ileum a short distance 
from the ileocecal valve and anastomosing 
the oral end with the sigmoid flexure; the 
aboral end being closed or brought into the 
abdominal wound for the purpose of irrigation. 
However, according to those who have prac- 
ticed it, it is only satisfactory for a time, for 
in a few months accumulations collect in the 
excluded portion. Still, it may be done first 
and the excluded portion excised later with 
greater safety than if done at the primary 
operation. 

While these major operations upon the in- 
testine are practicable and fairly safe in good 
hands, and at the same time seem to offer the 
only hope of cure in the more obstinate cases, 
one hesitates to embark in this field, for it is 
enormous, at least, in New York, and one can- 
not help but feel that the danger is very great 
of introducing a line of operative treatment that 
is often unjustifiable, and is likely to be fre- 
quently misapplied. 

A short resume of my conclusion is as 
follows: 

The patients suffering from visceral ptoses 
and neurasthenia may be divided into two 
classes: 

In one the ptosis of the organ contributes 
to the neurasthenic state simply by the effect 
produced on the organ itself. In this category 
may be placed displacements of the kidney, 
uterus, and possibly the stomach. The results 
of operations upon this class depend upon the 
degree to which the condition affects or pro- 
vokes the neurasthenic state. 

In the second class a vicious circle is estab- 
lished and the ptosis is a direct factor in per- 
petuating and increasing the neurasthenic 
state, if not its underlying cause. ‘This class 
comprises chiefly the cases of enteroptosis 
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either alone or associated with general splanch- 
noptosis in which autointoxication is a 
marked feature. Operations upon patients of 
this class must relieve the autointoxication, 
otherwise they will be only productive of harm. 
In the advanced cases in which there is marked 
lengthening and dilation of the colon, partial 
excision or exclusion of the colon is the rational 
procedure, and good results may be expected. 
On account of severity of operation, great care 
should be exercised in its application. 

Finally, in recommending an abdominal 
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operation to relieve neurasthenia, the following 
four conditions must be satisfied: 

1. That there is a definite morbid or 
mechanical perversion of the normal condition 
of the viscera; 

2. That it is the chief underlying cause of 
the neurasthenic state; 

3. That the neurasthenic condition cannot 
be cured without its correction; 

4. That it can be corrected by a definite 
operative procedure of only moderate danger 
to life. 
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A CONSIDERATION OF 


THE VARIOUS FACTORS INVOLVED AND AN OPINION AS TO WHAT WE May AND SHOULD 


EXPECT. 


By RICHARD R. SMITH, M. 


HIS paper has been purposely restricted 

to a general consideration of those etio- 

logical factors to be thought of in con- 

nection with the management of patients 
with a general visceral prolapse and an accom- 
panying neurasthenia, and who present them- 
selves to the gynecologist for the relief of their 
symptoms. There is, perhaps, no condition 
outside of the pelvis itself which has a more 
direct and important bearing upon pelvic 
problems. 

If we may exclude from the discussion those 
cases of visceral prolapse due to childbirth — 
a cause, by the way, that is rarely in itself pro- 
ductive of marked degrees of displacement — 
we may place all the rest in one general group. 
Women of this group possess certain physical 
characteristics in common which are closely 
associated with and stand in an intimate causal 
relation to the visceral displacement. ‘The 
fundamental or underlying characteristics are 
easily traceable to childhood and even infancy, 
and the immediate progenitors are usually of 
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similar type, so that whatever may be said of 
the effects of unhygienic living or other in- 
fluences, an inquiry will show that, in a large 
percentage at least, the condition or tendency 
to it is an inherited one. We have inquired 
into the childhood and parentage of several 
hundred women, and believe there can be no 
doubt of its truth. 

How shall we describe such women? The 
thing that impresses one first is their general 
frailness of form. They are slender, have but 
little adipose tissue, their muscles are small, 
and their general appearance, and even their 
features, often delicate. They give one the 
sense of being physically poorly developed, 
their forms lacking those characteristics which 
we are accustomed to associate with strength 
and vigor. We note that the thorax is small, 
shallow, constricted at the waist, and more or 
less collapsed. As indicative of this we find 
a sharp slant of the lower ribs downward and 
a sharpened epigastric angle. The abdomen 
of the woman who has not borne children and 


1This paper is part of a discussion held at a joint meeting of The American Gynecological Society and the American Surgical Association 
at Washington, D. C., May 5, roro. 
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who stands ordinarily erect is quite flat, but of 
the parous woman is often prominent. If the 
woman is suffering from chronic fatigue, as 
such women often are, we may note certain 
changes in form due to muscular insufficiency. 
The normal lumbar lordosis of the spine is 
diminished, or nearly eradicated; the upper 
back is rounded; the shoulders are stooped, 
giving the chest the appearance of flatness; 
the abdomen becomes slightly prominent. 
This attitude — the ordinary one of relaxation 
— becomes habitual; in fact, so much so as 
to be sometimes impossible of immediate vol- 
untary correction. As another indication of 
muscular insufficiency it may be noted that 
these women often suffer from “weak feet.” 
These are, in brief, the chief physical features 
of this habit. With it, we always find a vis- 
ceral prolapse, the kidneys (one or both), the 
lower pole of the stomach, the colon, and the 
small intestine all occupy a lower position than 
in women of more vigorous type. The degree 
of prolapse is fairly in accordance with the 
degree of abnormality of outward form. This 
last is not a strict rule, and perhaps less so of 
the kidneys than of stomach and bowels, but, 
nevertheless, generally speaking, it holds good. 

We must not imagine the peculiarities above 
described are always clearly and distinctly 
outlined. Let us, in way of explanation, de- 
scribe briefly her opposite, the vigorous normal 
or ideal woman. She gives us at once an im- 
pression of physical vigor and strength. She 
is supplied with sufficient fat to round out her 
form, her muscles are well developed, her thorax 
is deep and large, the epigastric angle wide, 
the lower ribs slanting but slightly downward. 
The waist is wide and deep, the abdomen 
fairly flat. Examination of the viscera shows 
them in good position. Between the extremes 
which we have described we find the great ma- 
jority of women who come to us. It is only 
when the former condition is well marked that 
we designate a woman as enteroptotic. 

What shall we say in regard to its relation- 
ship to health? Briefly, we believe these to be 
facts: Enteroptosis and good health as we 
ordinarily know it are by no means incom- 
patible. We see all about us enteroptotic 
women taking their places in the world, who 
are free from pain or other disagreeable symp- 


toms and who feel well. They may even main- 
tain health better than the average. Asa class, 
however, they have less resistance to the 
strains of life than their more vigorous sisters. 
Care and responsibility, frequent child bearing, 
hard work, poor food, and indoor living all 
bring them quickly to a state of fatigue, poor 
nutrition, and an abnormal mental condition. 
It is then that they frequently consult us. A 
well defined set of symptoms are inaugurated 
— how often we hear them: Pain in the back, 
groins, and lower abdomen; bearing down 
pain; disturbances of digestion, menstruation, 
and urination; increased fatigability, ner- 
vousness, headache, and often many other 
symptoms, psycho-neuropathic in character. 
An enteroptotic woman in this condition is 
plainly suffering from neurasthenia, although 
some of her symptoms cannot be strictly classi- 
fied as such. For example, the pains in the 
back and groins are rather to be regarded, we 
believe, as those of muscular fatigue. We 
seriously question whether the prolapsed vis- 
cera themselves give rise to as much pain as is 
usually ascribed to them. Occasionally one 
sees patients with pain in the right lumbar 
region, where the nearest explanation seems to 
lie in the dragging of the kidney, but one should 
not accept this explanation for every case pre- 
senting this symptom. Nephorraphy has led 
to many good results and many disappoint- 
ments. The feeling of weight and bearing 
down is commonly ascribed to the dragging of 
the intestines on their mesenteries. This is 
by no means certain. It might well be due to 
the accompanying fatigue of the trunk muscles. 
The point will bear further investigation. The 
disturbances of digestion are very largely, if not 
entirely due to the accompanying nervous ex- 
haustion and not ordinarily, we believe, to the 
mechanical difficulties presented by the pro- 
lapse of the stomach and bowels. The placing 
of the frequently associated constipation on a 
mechanical basis is in the vast majority of 
cases, to say the least, open to considerable 
doubt. Its true status I do not believe we 
as yet clearly understand. 

In its relationship to pelvic diseases it may 
be stated: 

1. That an enteroptotic woman may have 
all the symptoms that we have enumerated 
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above and still be free from any pelvic disease 
whatsoever. Because of the existence of such 
symptoms we have no right to conclude that 
she has any trouble there. Above all, we 
should not advise any pelvic operation upon 
such a woman unless she has a distinct and un- 
questionable lesion that is plainly a source of 
ill health to her. 

2. The enteroptotic woman is more easily 
affected by pelvic disease than the more stable 
woman, but it is rarely the case that minor 
lesions, not commonly associated with pain, 
hemorrhage, or sepsis are a source of marked 
ill health to her. When only such minor lesions 
are present other causes may almost invariably 
be found. We may not expect to cure her by 
the correction of such minor troubles unless 
other factors can be removed. 

3. Major lesions (those associated with 
much pain, hemorrhage, or sepsis) may be 
practically the only source of her illness and 
neurasthenia, and we may reasonably expect 
when such is the case, to restore her to a satis- 
factory state of health by operation. 

We have recently written to a considerable 
number of women who belong strictly to this 
type, enteroptotic women with neurasthenia, 
and have had replies from fifty-one. At the 
same time, in order to form a better judgment, 
we wrote to their family physician. All had 
pelvic operations more than two years ago. 
The number is small but the answers so sig- 
nificant as to lead us to believe that any multi- 
ple of 51 would have brought much the same 
general results. 

Of the fifty-one patients afl but two were 
apparently more or less benefited by their 
operation. One of these, a decided neuras- 
thenic, had minor lesions which probably had 
nothing to do with her symptoms and ill health; 
the other, also a confirmed neurasthenic, had 
a recurrence of her retroversion, the uterus 
and appendages having been adherent before 
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operation. We are more interested, however, 
in the effect upon the neurasthenic state. Of 
the fifty-one, fifteen may be considered as being 
entirely relieved in this respect. Seventeen 
may be said to be much better nervously than 
formerly, while nineteen remain about the 
same. It is interesting to note, on the one 
hand, that of the fifteen nervously cured all but 
two had had operations for conditions which in- 
volved sepsis, pronounced hemorrhage, or pro- 
nounced pain. Or, in other words, conditions 
that would of themselves, of necessity, cause 
marked ill health and an abnormal nervous con- 
dition. On the other hand, of the nineteen 
who were not improved nervously, fifteen had 
had operations for conditions not plainly pro 
ductive of marked pain and not of hemorrhage 
or sepsis. In other words, in these fifteen 
minor cases, other conditions outside the local 
ones had been present and remaining active 
had prevented the restoration of nervous equi- 
librium. We had failed to benefit them in this 
respect by operation. These results would 
seem to emphasize the necessity of careful dis 
crimination in prognosis, and to verify the 
statements just made in regard to the relation 
of the condition to pelvic disease. 

What we have said might seem to offer at 
best a rather discouraging outlook. If we 
plainly recognize, however, that surgery must 
of necessity have certain limitations in the treat- 
ment of these patients, we shall the sooner seek 
more logical methods of relief. We have pur- 
posely left out from our share in the discussion 
references to the results to be expected from 
surgical attempts to raise and fix the individual 
organs at a higher level. It is possible that 
such may eventually be found to have certain 
fields of usefulness, but our present conception 
of the general and deep seated nature of the 
trouble and the part that the individual organs 
take in the symptomatology would not seem 
to make the outlook very hopeful. 
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REIMPLANTATION OF A PELVIC KIDNEY IN THE 


FEMALE’ 


With REMARKS ON THE SURGICAL TREATMENT OF KIDNEY MISPLACEMENTS IN THE TRUE PELVIS 


By DOUGAL BISSELL, M. D., 

KIDNEY situated in the true pelvis of 

the female and discovered during life 

is sufficiently rare, in itself, to excite 

interest, but when found associated 

with pregnancy, the question of removal, reim- 

plantation after labor, or non-interference, 

assumes practical importance. The following 

is the history of a case in which reimplantation 
was successfully accomplished. 


Mrs. C., aged 41, married 17 years. ‘Two children. 
First child born one year after marriage, male, weight 
g lbs. Labor normal. Second child, three years after 
marriage, weight 7 lbs., also normal labor, but conva- 
lescence was retarded by milk leg. No miscarriages. 
During the time of the delivery of these children nothing 
abnormal was remarked by the attending physician. 
The patent enjoyed good health until about seven 
years aiter the birth of the last child. At that time she 
lived on a farm where necessity compelled her to do 
laboriots work. The origin of her distressing symp- 
toms she distinctly recalls having then attributed to 
heavy lifting. These symptoms were a pain in the 
back, with dragging sensations, a profuse menstrual 
flow of long duration, profuse leucorrhoea, headache, 
nervousness, and an ever present feeling of exhaustion, 
difficulty in sleeping on either side, and a constant 
desire to support the lower abdomen. 

In March, 1907, the patient was operated on by Dr. 
William T. Bull for fistula in ano, at which time he 
discovered a pelvic tumor, and considered it a fibroid 
on the posterior wall of the uterus. Shortly after this 
operation she became pregnant and on the advice of 
Dr. Bull consulted Dr. Clement Cleveland, who re- 
ferred her to me. I saw her March 6, 1908, when she 
was 31 weeks pregnant. A vaginal examination re- 
vealed a tumor situated apparently in Douglas’s cul- 
de-sac. The impression given was that of a solid tumor 
of considerable size, filling the right posterior region of 
the pelvis, its position, size, and resistance so dimin- 
ishing the capacity of the pelvis as would, in my opinion, 
cause dystocia at time of labor. 

Cesarean section or immediate induction of labor 
was advised. The patient selected the latter. On 
March 7th ether was administered, and in counsel with 
Dr. Cleveland and Dr. Goffe an examination of the 
pelvic conditions was made. Each of us in turn im- 
mediately became aware of an unusual lesion existing, 
and agreed that its shape and consistency was that of a 
kidney. The patient was then placed in the knee chest 
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position, and I was able to force this pelvic body up to 
the region of the promontory of the sacrum and main- 
tain it in that position with the fingers while the patient 
was replaced in the dorsal position for delivery. The 
cervix, which was quite rigid, was dilated with rubber 
bags. The application of the forceps was unsuccessful 
and version was decided upon. Effort was made dur- 
ing the extraction of the child to maintain the pelvic 
body as high up as possible. Difficulty was encoun- 
tered in delivering the head because of the presence of 
this body, the delay occasioned resulting in asphyxia 
of the child. The weight of the child was not recorded, 
but was about 7 lbs. 


I am of the opinion that vaginal Cesarean 
section might have facilitated delivery and 
thereby increased the chances of a living child. 
On the other hand had pregnancy been al- 
lowed to reach full term and the child extracted 
through the genital canal, it would have in- 
flicted, unless craniotomy was done, injury 
of serious nature to the kidney. Abdominal 
Cesarean section would have given the child 
its best chance, and subjected the mother to 
the least risk of injury. 

Excepting for a severe pain in her left leg, 
which lasted but a short while, and with but 
slight rise of temperature, her convalescence 
was uneventful. The urine, normal before 
operation, showed during the first week after 
operation albumin, granular, hyaline, and epi- 
thelial casts. 

On April roth, in the presence of Drs. Cleve- 
land, Goffe, and others, I opened the patient’s 
abdomen through the median abdominal in- 
cision. The pelvic body was found retro- 
peritoneal, in part immediately behind and to 
the right of the lower segment of the uterus. 
The uterus was temporarily stitched anteri- 
orly for better vision and manipulation. The 
posterior peritoneal surface of Douglas’s cul- 
de-sac was incised, and the pelvic body was 
separated from the loose connective tissue im- 
mediately surrounding it and delivered into the 
peritoneal cavity. The body proved to be the 


1 Read before the American Gynecological Society, Washington, May 3, 1910. 
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right kidney as supposed, normal in size 
and appearence, with its hilum directed a little 
upward and towards the median line. Freed 
from its cellular tissue it could be elevated to 
the sacral promontory. ‘Two bands of tissue 
connecting the lower pole of the kidney with 
the pelvis prevented further elevation. These 
bands proved to be supernumerary arteries 
arising from the region of the internal iliac 
artery or one of its branches. ‘They were of 
considerable size, perhaps one-sixteenth of an 
inch, and about two inches in length. When 
these arteries were severed the kidney could be 
raised approximately to its normal position. 
The renal artery and vein were found much 
elongated and could be traced upwards in the 
direction of their normal site. The original 
incision in the peritoneum was then extended 
several inches above the ileopectineal line and 
to the right or outer side of the cecum and 


ascending colon. The cellular structure im- 
mediately beneath this incision was torn up 


until the fascia of the lumbar region was ex- 
posed. The kidney was then prepared for 
replacement in the following manner: Its 
fibrous capsule was incised longitudinally 
along the middle of the convex border and 
separated from the kidney structure about one- 
half inch on each side. Two chromic catgut 
sutures No. 2 were passed, one around each 
pole, which when attached to the fascia and 
muscles of the back, in a manner to be de- 
scribed, formed a sling to support the kidney 
and insure its maintenance of position and 
contact with the fixed structures until union 
of the opposed surfaces should take place. 

To prevent the possibility of these sutures 
slipping from either pole, they were made to 
penetrate the fibrous capsule at several points 
as they encircled the organ — that is, both 
upper and lower sutures were made to pene- 
trate first the freed portion of the fibrous cap- 
sule, one above and one below, one-half inch 
or more from the middle of the convex border 
of the kidney, then they were passed through 
the tissues, one above and one below the pelvis 
of the ureter as it enters the hilum of the kid- 
ney, then they were passed through the freed 
portion of the fibrous capsule on the other side, 
at points opposite their entrance. 

It might also be noted here that in pene- 
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trating the tissues above and below the pelvis 
of the ureter, it is well to use the head of the 
needle rather than the point, so as to avoid 
injury to the branches of the renal artery which 
are commonly found in the vicinity of the upper 
pole. 

The ends of each suture were temporarily 
tied together, that they might the more easily 
be found in the second step of the operation 
now to be described, and the kidney placed 
with its convex surface to the lumbar fascia, 
and the peritoneum sutured over it. The 
abdominal wound was then closed and the 
patient placed on her abdomen. ‘The usual 
lumbar incision was made, which exposed the 
kidney and the knotted ends of the catgut. 
These ends were untied, threaded upon needles 
and passed through the fascia and muscle at 
the upper angle of-the wound. The incision 
was closed by the layer method, both plain 
and chromic catgut being used, the chromic 
guts forming the slings tied last. The patient 
made an uneventful recovery. The urine, 
which immediately before the operation was 
normal, after the operation showed a trace of 
albumen and granular casts. 

In that the character of the pelvic body was 
not suspected previous to anvsthetization for 
induction of labor, arrangements were not 
made for radiographing the courses of the 
ureter. But had its character after examina- 
tion under ether, remained in question, a radio- 
graph of the ureter with a lead or platinum 
stiletted catheter inserted, would have been 
planned for and made at another time. Under 
the circumstances, however, a_ radiograph 
could have given but little information, not 
already acquired, bearing upon the necessity 
for, or plan of operative procedure to be adopt- 
ed, and might have resulted in some confusion 
or doubt as to the length of the ureter, for the 
shadow of a catheter in a deep cavity, retracing 
its course in part, would exaggerate the ap- 
parent shortening of the ureter. Even the 
measurement of such a ureter, given by the 
catheter when withdrawn, would bean apparent 
measurement, for it would not have greatly 
exceeded half its real length, as determined 
at the operation. 

Such information, therefore, could have been 
misleading respecting the advisability of 
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A sagittal section of the pelvis, showing the position of 
the kidney before operation. 


attempting a replacement of the kidney. I 
would 2!so remind you that the urine showed 
no pathological elements, and the removal of 
the pelvic kidney was at no time contemplated, 
therefore the necessity did not exist for deter- 
mining by ureteral catheterization, the com- 
parative renal structural condition or the 
presence of both kidneys. 

On January 29th, 1910, the patient presented 
herself for examination before Drs. Cleveland, 
Goffe, and myself. The pelvic contents were 
found normal and the right kidney where 
placed. The distressing symptoms of ex- 
haustion and backache which had been more 
or less present for seven years had practically 
disappeared. The menstrual flow, which from 
the beginning of her illness to her last concep- 
tion, lasting seven to eight days and profuse, 
was now normal in amount and duration. 
Leucorrhoea, which had also been profuse, was 
now slight. She still sleeps better on her back 
than on either side and feels more comfortable 
when the abdomen is supported by an abdom- 
inal binder, which was the case previous to the 
operation. These latter symptoms are prob- 





ably due to enteroptosis, which was noticed at 
the time of operation, and which is not uncom- 
monly found associated with displaced kidney. 
A free pelvis, a replaced kidney, and the return 
of the patient to such health as she had not 
enjoyed for many years was the result of the 
operation. 

In the title of this paper I implied that the 
original position of the kidney was normal, but 
whether the position as found was acquired or 
congenital, the case in its entirety presents 
features of more than passing interest to both 
the gynecologist and obstetrician. 

Let us first consider the origin of the position 
of the kidney. The evidence in support of 
the position of this kidney being acquired rather 
than congenital was: First, its mobility. The 
impression received on examining per vaginam, 
without an anesthetic, position dorsal, was 
that the kidney lacked mobility; but when 
examined per vaginam under an anesthetic, 
in both dorsal and knee chest positions, the 
mobility of the kidney was unmistakable, 
though it was impossible to determine its full 
extent. This could be determined only when 
the abdomen was opened. It was then clearly 
demonstrated that the kidney could be moved 
to the lumbar region without injury to any of 
its essential accessory organs. 

Second: The length of the ureter. In 
appearance the ureter presented nothing un- 
usual excepting an excessive length, when con- 
sidering the close proximity of the kidney to 
the bladder, and when the kidney was replaced 
at its normal site the amount of tension on the 
ureter resulting was inconsiderable. 

Third: The length, size, and origin of the 
blood-vessels. The essential renal blood-ves- 
sels were of unusual length. The caliber of 
the artery was small, but no appreciable vari- 
ation from the normal was noted in that of the 
vein. These vessels could be traced to the 
region of normal origin. 

Other objective facts might be related as 
corroborative evidence in support of the theory 
of acquired origin. Authorities agree that it 
is usually the left kidney that is congenitally 
misplaced. In this case it was the right kidney. 
The suprarenal capsule was not found out of 
its normal position, proving nothing in itself, 
but had it been in the pelvis or otherwise 
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abdominally situated, it would have been 
strong evidence favoring the theory of congeni- 
tal origin. 

According to Newman (1) malformations of 
some one or more of the pelvic organs frequent- 
ly accompany congenital defects in the kidney, 
a condition, as he states, not to be wondered at 
when we recall the close embryonic relation- 
ship of these organs, but no malformation was 
discovered in this case. 

The subjective facts that support the theory 
that the condition feund was acquired are the 
following: She gave birth to two children, one 
a year and the other three years after her mar- 
riage, the first weighing nine pounds and 
the second seven pounds. Both confinements 
were normal, nor was there anything unusual 
noted in the pelvis by the attending physician, 
so far as the patient recalls. It would, there- 
fore, seem reasonable to conclude that, as two 
children were born at full term, without diffi- 
culty, one of these being over the average 
weight, there existed at the time of their birth 
no obstruction in the pelvis. The patient 
remained in health until seven years after the 
last confinement, when her mode of living rad- 
ically changed and she became conscious of 
symptoms which, as elsewhere noted, were 
those we recognize as belonging to a prolapsed 
kidney. 

The existence of the supernumerary arteries 
which limited mobility is the only evidence 
which supports the theory of congenital origin; 
but in view of the fact that arterial anomalies 
varying in length, caliber, and origin have been 
found in both acquired and congenital malfor- 
mations and positions of the kidney, their ex- 
istence, without additional evidence, proves 
nothing (2). 

We are therefore free to theorize regarding 
the changes in these arteries during the several 
years prior to the discovery of the pelvic lesion. 
It is fair to presume that during that period 
these arteries existed as long vessels, small in 
caliber though perhaps larger than others in 
their immediate vicinity. As the kidney de- 
scended tension on the renal artery followed, 
with a resulting elongation and diminution in 
its caliber, and a consequent reduction of blood 
supply through it to the kidney. Reverse 
changes, however, occurred in the supernu- 





The above is a schematic drawing. 
found at the position shown in the pelvis, while the draw- 
ing at the brim of the pelvis shows the limit of elevation 


The kidney was 


before the accessory arteries were severed. The kidney 
was anchored at the operation at the site shown in the 
highest drawing. 
merary vessels; as the kidney descended they 
shortened, but increased in caliber and capac- 
ity, adjusting themselves to changes in the 
position of the kidney and the demands upon 
them, following thereby the recognized law of 
compensation. 

It does not necessarily follow that because 
a kidney is located in the true pelvis the birth 
of a child is impossible without disastrous 
results, for under these conditions births have 
been completed without injury to mother or 
child. But as a kidney in the pelvis diminishes 
the pelvic capacity, it constitutes, during the 
child-bearing period, a source of possible 
danger, and the question of dystocia at time 
of labor depends, as with a malformed pelvis, 
on the comparative measurements of the pas- 
sage and passenger. 

When a kidney is discovered in the true pel- 














Showing the arrangement of the sutures for maintaining 
the position of the kidney. 


vis of the female, its structural condition pre- 
sumably normal, what surgical treatment, if 
any, should be adopted? If discovered in a 
married woman during her child-bearing 
period, or in a single woman with immediate 
prospects of matrimony, an effort to replace it 
is justifiable and advisable, independent of 
symptoms which may or may not be referable 
to the malposition. If discovered in a married 
woman with sterility established, or in a single 
woman without immediate prospects of matri- 
mony, operative procedure is justifiable only 
when there exist symptoms reasonably as- 
cribed to its position. 

When pregnancy is found associated with a 
pelvic kidney, several serious possibilities con- 
front the surgeon. It may be mistaken for a 
tumor of pelvic origin and removed to prevent 
dystocia (3). If delivery is accomplished via the 
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genital canal with the kidney in the pelvis, the 
following accidents may occur: Rupture of 
the uterus due to dystocia (4), injury to the kid- 
ney structure, and even the tearing away of the 
renal artery from its origin or termination, or 
death to the child when version is deemed 
advisable, from asphyxia, due to prolonged 
delivery of the after-coming head as the result 
of dystocia. 

The problem then is one of early induction 
of labor or Cesarean section at full term. If 
early induction of labor is decided upon, the 
wishes of the patient usuaily playing a con- 
spicuous part in this decision, the method of 
induction to be selected — namely, mechanical 
dilatation of the cervix alone or combined with 
vaginal Cesarean section — depends, in my 
opinion, upon the resistance offered by the 
cervix. If this is rigid, vaginal section should 
be performed. If easily dilatable, manual or 
instrumental dilatation is sufficient. 

The use of forceps in delivering the head in- 
creases the danger of injury to the kidney. If 
it is used it should not be kept on during the 
entire passage of the head through the canal, 
but removed soon after the occiput has passed 
under the pubic arch, and labor completed by 
natural forces, assisted by pressure from above. 
If the position of the head is occipitoposterior 
and cannot be made to engage anteriorly, then 
version is demanded, as the descent of the occi- 
put in a posterior position taxes to the utmost 
the pelvic capacity, and, therefore, under these 
conditions would greatly increase risk of injury 
to the kidney, as the impingement of the occi- 
put upon the kidney as it sweeps the sacral 
curve may force this organ so low as to even 
occasion rupture of the renal artery with fatal 
hemorrhage. 

If the pelvic kidney is discovered when the 
abdomen is opened for the removal of a sup- 
posed pelvic tumor, or incidentally during 
operative procedure for some other intra- 
abdominal conditions, an effort to replace it 
should be made. If the restoration is found 
impossible because of a short renal artery, or 
ureter, the kidney is left in the position found, 
no harm having been done by freeing it from 
its immediate surroundings to determine its 
full extent of mobility. 

A pelvic kidney should not be removed un- 
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less the seat of marked pathological change, 
and even then unless the presence and condi- 
tion of the other kidney has been determined. 
Should catheterization of the ureter, or abdom- 
inal exploration, show the existence of but one 
kidney, this kidney should be left as found. 
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SYPHILITIC FEVER IN 


By FRED J. TAUSSIG, 
HE diagnosis of the cause of fever in the 
last months of pregnancy is ofttimes 
attended with considerable difficulty. 
This is due partly to the fact that the 
enlarged uterus interferes with a satisfactory 
examination of the abdominal organs, partly 
to the multiplicity of causes both extrauterine 
and intrauterine. This difficulty was well 
illustrated in the following case of syphilitic 
fever occurring toward the end of gestation 
and persisting for some time after the delivery 
of the child. 

Carrie W., twenty-three years of age, unmarried, 
was infected with syphilis toward the middle of her 
pregnancy. In the sixth month of gestation there 
appeared a typical outbreak of syphilitic papules 
attended with some sore throat and ‘adenitis. She 
was put on protiodide of mercury and reacted fav- 
orably. When I was called to see her two months 
later by her physician, I obtained the following history. 
She had been feeling fairly well up to December 2d, 
four days previous to my consultation, when she no- 
ticed some rigors followed by fever. The temperature 
as recorded by her nurse ranged between 97 degrees 
and 103.4 degrees with a pulse of 80 to 120. On the 
third day of her fever severe cramp-like pains localized 
in the right iliac fossa set in. 

On physical examination I found the quality of the 
pulse good, the rhythm regular, the general condition 
of the patient bright. She did not make the appear- 
ance of a seriously sick woman. Upon the chest, 
abdomen, and extremities were the ham-colored spots 
of a luetic eruption in process of fading. Post-cervical, 
epitrochlear, and inguinal glands enlarged. Heart 
and lungs normal. Abdominal palpation revealed a 
uterus enlarged to about four fingers’ breadth above 
the umbilicus, the foetus in O. L. A. position with foetal 
heart-beat distinct and regular in the left lower quad- 
rant. There was some tenderness in the region of the 
appendix but no mass could be outlined in spite of 
deep palpation. To the left there was also some ten- 
derness but no distinct mass of any sort. The urine 
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was clear and contained only a trace of albumen and a 
few scattering leucocytes. The kidneys were appar- 
ently normal in size and not sensitive. Bimanually, 
[ found the cervix closed and only partly shortened. 
No mass could be felt in the pelvis but there was some 
sensitiveness about the sacro-uterine ligament on the 
left side. No improvement occurred within the next 
two days, so she was removed to the Washington 
University Hospital. By repeated examinations, | 
became convinced that the fever was not due either to 
an appendicitis or to any inflammatory condition about 
the tubes and ovaries. Nevertheless a leucocyte count 
showed 14,000 white cells. No plasmodium malaria 
was found and the Widal reaction on two occasions 
was negative. The chest revealed none of the physical 
signs of a tuberculosis and in such sputum as could be 
collected no tubercle bacilli or pneumococci were 
found. Thinking of the possibilty of either a rheumatic 
fever or of some hidden syphilitic condition I put her 
upon salophen and mercury protiodide, the last-named 
in quarter grain doses three times a day, but without 
avail. She had had quinine till cinchonized before 
coming to the hospital. On several occasions the 
bowels had been thoroughly emptied by a purgative. 
As the continued fever was a source of danger both 
to the mother and the child, I decided as a last resort 
to interrupt pregnancy. 

This was accomplished without special difficulty 
on December r4th, thirteen days after the onset of the 
fever. Although the patient was a primipara in the 
beginning of the eighth month, the cervix was dilated 
by means of a Pomeroy inelastic dilator in forty minutes. 
Version and extraction of the aftercoming head with 
forceps was readily effected. The child weighed four 
and a half pounds and was but slightly asphyxiated. 
There was considerable post-partum hemorrhage. 

For three days following delivery the temperature 
varied between 97 and 103.6 and the pulse between 
go and 130 beats per minute. On December 16th, 
when the temperature was 103.2, the pulse rate was 
120, and the respiration 48. During that night, al- 
though the temperature fell to 99.4 the respirations 
remained rapid, about 4o per minute. During the 
following forenoon the respirations fell to 22 and the 
temperature per rectum to 96.4. The correctness of 
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these records were proven by repeated observations 
by several nurses and doctors. The patient was asleep 
at the time her respirations were so rapid. ‘There was 
no irregularity in rhythm. 

Physical examination on December 17th, the six- 
teenth day of the fever and the fourth day post-partum, 
showed the following: Sensorium clear, pupils equal 
and reacting to light, slight hemorrhage in left con- 
junctiva, mucous membranes pale, tongue coated, 
tonsils normal, respiration symmetrical, not labored 
(24 per minute), apex beat of heart in fifth interspace, 
inside the mammary line, sounds clear over apex, 
faint systolic murmur over pulmonary orifice, not 
transmitted; abdomen soft, slight tenderness in epi- 
gastrium; uterus firm, half way between umbilicus 
and symphysis, in good state of involution, not tender; 
kidneys normal; appendix normal; no _periostitis, 
knee-jerk normal. The patient was in absolutely no 
pain since her confinement. In spite of the negative 
results of the protiodide tablets, I felt that syphilis 
had not been positively excluded as a cause of the fever. 
On December 17th I gave a gluteal injection of one- 
tenth grain mercury bichloride hypodermatically. 
From that day on there was no more rise of temperature. 
On the next day a second injection was given and later 
the succinamid of mercury in fifth grain doses hypo- 
dermatically administered every second day. The 
patient made a good recovery from her confinement. 
No further manifestations of syphilis or fever appeared 
and she was able to return to her home in the country 
four weeks subsequent to the confinement. The child 
showed two large ecchymotic spots on the buttocks 
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shortly after delivery, but no other skin manifestations 
developed. For a few days he showed some signs of 
improvement and the temperature, which was as low 
asg4 per rectum on the second day after delivery, rose 
to normal on the third day. On the eighth day the 
child rather suddenly died. 

The literature on syphilitic fever in preg- 
nancy and the puerperium is_ surprisingly 
scanty. In fact I was unable to find record of 
any case similar to the one I have just described. 
Hirst in his text-book states: “It is claimed 
that there is (in the puerperium) a specific 
syphilitic fever without wound infection.” 
In other text-books and even in the large Hand- 
buch der Geburtshilfe of Winckel not a word 
is said upon this subject. 

Text-books and monographs on syphilis 
of course describe syphilitic fever, but do not 
cite it as complicating pregnancy. The fever 
at the outburst of the syphilitic eruption is very 
different from the later syphilitic fever as just 
described. The eruption fever lasts three to 
four days, is remittent in type, and does not 
usually rise over 101 to 103. 

With the drop in temperature the syphilitic 
rash appears. Late syphilitic fever is often 
mistaken for malaria because of its inter- 
mittent type and the absence of pain and other 
serious symptoms. It may occur months or 
even years after the onset of the disease, but 
usually reacts promptly to the treatment. 

From this case we learn, therefore: 

1. The value of conservative methods as 
long as the diagnosis is in doubt, and the pa- 
tient in good condition. 

2. The necessity of considering syphilis as 
a possible cause of fever during pregnancy 
and the puerperium. 

3. The striking effect of the hypodermic 
treatment of syphilis as against that of internal 
medication. 
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A RIGHT PELVIC KIDNEY. ABSENCE OF THE LEFT KIDNEY; 
ABSENCE OF THE UTERUS; BOTH OVARIES IN 
THE INGUINAL CANALS! 
By THOMAS S. CULLEN, M. B., BALTIMORE, MARYLAND 


H. I., 1677. O. C. J., aged 17, single, white; 

admitted to the Church Home and Infirmary, 

e March 5, 1907. The patient has been under the 

care of Dr. Paul Jones of Snow Hill for some 

time. She had been thought to have an imperforate hymen 

and a double inguinal hernia. She had always been some- 
what delicate and nervous. 

Five years before a left inguinal hernia had been noted, 
which annoyed the patient considerably. Three years 
later a hernia made its appearance on the right side. The 
hernial protrusion on the right was larger in dimension 
than that on the left, at times reaching 9 to 10 cm. in 
diameter. On one occasion it had become temporarily 
incarcerated, and she had been wearing a truss on the 
right side. The patient had never menstruated, but 
nearly every month she had had hot flushes and had been 
very dizzy. The flushes would persist for two or three 
days at a time. She had no definite headache, but her 
head had felt “big and queer.””. There had never been any 
vomiting, but nausea had been noted at these times and a 
burning sensation in the region of the stomach. The pa- 
tient entered the hospital seeking relief for her inability 
to menstruate. The menstrual symptoms had commenced 
three and half years before. The urine was found to be 
normal. 

Examination under anesthesia. ‘The breasts were not 
well developed for a girl of her age. The pubic hair was 
normal. On pelvic examination a small urethral orifice 
was found. This readily admitted the catheter and the 
bladder was at once emptied. There was absolutely no 
evidence of a vagina apart from a slight depression 1 mm. 
in depth (Fig. 1). On rectal examination we found a large 
oval mass which appeared to be slightly cystic. This 
filled the right side of the pelvis and was thought to be 
either the enlarged uterus or a dilated vagina. 

Operation. I passed four guy sutures at the point 
where the vagina would naturally have been and then 
made a transverse incision 1.5 cm. anterior to the rectum. 
In my dissection I kept close to the rectum one finger in the 
bowel serving as a guide and a pair of forceps introduced 








Fig. Absence of the vagina. The urethra! orifice is 
normal. Beneath it is a small pit, the only remnant of 
the vagina. 


into the bladder serving to outline this organ when neces- On making an abdominal incision we first encountered 
sary. Finally I was able to separate the bladder from the _ the fimbriated end of the right tube (Fig. 2). This could 
rectum for a distance of five inches, although the septum __ be seen and followed for 1.5 cm. ‘The remaining portion 
between the bladder and rectum was not over 2 to 3 1mm. lay in the hernial sac on the right side. After slitting the 


in thickness. I then encountered the firm mass which had _ sac slightly and examining the extraperitoneal portion I 
been detected in the right side of the pelvis. On making was able to detect the remaining portion of the tube. In 
firm pressure from above the mass could be felt directly the inguinal sac lay also the right ovary, which was per- 
under the finger introduced into the wound. We expected fectly normal. The ovarian vessels came from the usual 
to find fluid but the growth seemed to be solid or semi- source. The utero-ovarian vessels passed down into the 
fluctuant. We at once realized that an unusual condition __ right inguinal canal es did the tube. The right round liga- 
existed and an abdominal section was decided upon as the ment emerged from the canal, formed a loop on itself and 
wiser procedure. re-entered the canal. 

1 Read before the American Gynecological Society, Washington, D.C., May 3, toto. 
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Fig. 2. A right pelvic kidney. The kidney is seen from above through the abdominal incision. It fills the right half of 
the pelvis and extends to the pelvic brim. On the left side the kidney is wanting. There is no uterus. A portion of the 
right tube is seen emerging from the inguinal ring. The bulging at the inguinal ring is made by the ovary and the re- 
maining portion of the tube both of which are extraperitoneal. The right round ligament emerges from the inguinal 
canal, forms a loop on itself and then again disappears. The left round ligament is recognized as a little bud. The 
left tube and ovary were in the inguinal canal. 


The firm mass felt in the vagina and thought to be due —_ again as a normal kidney and lay extraperitoneally. It 
to an accumulation of retained menstrual flow proved to almost completely filled the right half of the pelvis. I 
be solid. It felt like a kidney, the hilus being easily dem- examined the usual site of the right kidney and found no 
onstrable on the inner side. It was about half as large kidney in this position. 
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There was no trace whatever of the uterus. The bladder 
and rectum were the only organs in the pelvis except the 
kidney. 

The left round ligament could be seen peeping out of the 
inguinal canal for about 5 mm. It could be pulled out 
much farther. It formed a loop on itself and then disap- 
peared into the inguinal canal. In other words both ends 
of the round ligament were in the canal. 

The left side of the pelvis was perfectly smooth, there 
being no Jeft tube or ovary visible. The mass in the left 
inguinal canal was, however, apparently the left ovary. 

The left kidney was absent. 

We at once closed the abdomen and then brought the 
tissue between the rectum and the bladder together as fat 
as possible and left in a small drain. The patient did not 
stand the anesthetic well and was exceedingly blue. Her 
pulse when she left the table was 6c, but full. She rapidly 
recovered from the effects of the operation, and was dis- 
charged in practically the same condition as that in which 
she entered the hospital. 

A case of this character was operated upon by 
Dr. Polk of New York in 1882. The mass in the 
pelvis was removed and it proved to be a right 
pelvic kidney. The patient lived thirteen days 
and at autopsy Dr. Wm. H. Welch found that this 
was the only kidney. 

We are deeply indebted to Dr. Polk for having 
reported this case in full and for his timely warn- 
ing that in all cases in which a pelvic kidney is 
found careful examination should be made to de- 


CARCINOMA OF 
IT WAS 


THE 
READILY 


RIGHT 


By THOMAS S. CULLEN, 

ANCER of the Fallopian tube forms a very 

small percentage of the pathological con- 

ditions found in this situation. As pointed 
out by Dr. Hurdon,' carcinoma was noted only three 
times in the tube, as compared with some four 
hundred cases of cancer of the uterus that came 
under our observation in the Johns Hopkins Hos- 
pital. Among the more important American arti- 
cles on this subject are those of Le Count? 
and Elizabeth Hurdon.* In the Johns Hopkins 
Bulletin of 1905, vol. xvi, p. 399, I reported a 
case of adenocarcinoma of the tube in which as a 
result of extensive involvement of the pelvic peri- 
toneum and of the surrounding tissues I found it 

1 Kelly-Noble, vol. i, p. 175. 


2 The Genesis of Carcinoma of the Fallopian Tube in Hyperplastic 


Salpingitis with report of a case and a table of 21 reported cases. Johns 
Hopkins Hospital Bull., rg0r, vol. xii, p. 55. 
3 A Case of Primary Adenocarcinoma of the Fallopian Tube. Johns 


Hopkins Bull., 1901, vol. xii, p. 315. 
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termine whether the operator is dealing with a case 
of unilateral kidney. 

The advisability of making an artificial vagina 
has to be considered in these cases. The ingenious 
operation suggested by Baldwin in which a loop 
of small gut is disassociated and brought down to 
form the lining of the new vagina may be tried. 
This procedure is clearly outlined in The Journal 
of the American Medical Association, April 23, 
1g10, page 1362. The operation as carried out 
by Alex. Hugh Ferguson appeals more strongly to 
me as it isnaturally less dangerous. It consists of 
separating the bladder from the rectum. A U 
shaped flap is then taken from the skin between the 
urethra and the rectum and attached to the bladder 
which has been well pulled down. When the 
traction on the bladder is released the bladder re 
tracts and carries the flap well up into the newly 
formed cavity. The posterior wall is now made by 
using two flaps consisting of the labia. The rec 
tum is pulled well down and the flaps are attached 
to it. When the rectum is allowed to recede the 
flaps are carried far up into the cavity. A plug 
covered with rubber is now tightly packed into the 
vagina. Ferguson reports excellent results in 
three cases in which he has employed this method. 
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necessary to remove not only the entire uterus 
with the adnexa but also several inches of the 
sigmoid flexure and about one-third of the pelvic 
peritoneum. 

Alban Doran‘ of London has given a complete 
survey of the literature and collected in all sixty- 
two cases. A further admirable monograph on the 
same subject by the same author’ appeared a few 
months ago. In this the number of cases of car- 
cinoma of the tube had been increased to one hun- 
dred. 

After such thorough presentations of the sub- 
ject as have been furnished by these authorities 
a further survey of the literature would be simply 
a repetition and I shall merely report a case which 
_4 Journal of Obstetrics and Gynecology of the British Empire, vol. 
vi, p. 285. 


5 Primary Carcinoma of the Fallopian Tube, Journal of Obstetrics 
and Gynecology of the British Empire, Jan., rg10 


1 Read before the American Gynecological Society, Washington, D. C., May 3, toro. 
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came under my observation in the laboratory. 
Its chief interest lies in the large size of the growth. 
When I first saw the hardened specimen before 
learning the clinical history, I considered it to be a 
very large hydrosalpinx or pyosalpinx. On sec- 
tion, however, its true character was readily dis- 
cernible. 


ADENOCARCINOMA OF THE FALLOHIAN TUBE, EXTENSION 
TO LEFT FALLOPIAN TUBE; VERY SMALL UTERUS 

San. No. 2453. Mrs. M. H., aged 46. Admitted to 
Dr. Kellv’s private sanitar:'um on May 14, 1907. The 
patient entered complaining of a mass and great pain in 
the lower part of the abdomen. The family and past his- 
tory were negative. 

The menses began at 14, were regular, moderate in 
amount, somewhat painful and usually lasted four days. 
For the last two or three months the periods have been 
irregular but profuse. She had one miscarriage when 
eighteen. Recently there has been a profuse leucorrheeal 
discharge which for the past year has been associated with 
some odor and with blood. 

Present illness. Two years ago the patient first had 
what she called an attack of appendicitis. The pain was 
located in the right iliac fossa and was severe and cramp- 
like in character. It has persisted in this region for the 
last year and has also been present in the left side. The 
pain radiates into the leg and for the last four or five 
months both legs have been swollen. 

Operation. The uterus was removed by bisection; 
a small piece of intestine was also removed on account of a 
little subperitoneal cyst which was supposed to be second- 
ary to the tubal growth. There was no glandular involve- 
ment and no evidence of any peritoneal implantation. 

Path. No. 11536. The specimen consists of a small 


uterus, of a greatly enlarged right Fallopian tube, and of an 
enlarged left Fallopian tube. 
The body of the uterus is 4 cm. long and about 4 cm. 


broad. It is markedly atrophied. The right tube at the 
uterus is about 7 mm. in diameter, but after passing out- 
ward 1 cm. it curves on itself, becomes markedly convo 
luted and 5 cm. from the uterus is 5 cm. in diameter. It 
continues to increase in size until at its outer end it is 10 
cm. in diameter. Roughly it forms a sausage-like tumor 
14 cm. long, 12 cm. broad, and about tocm. in thickness. 
Anteriorly it is covered with adhesions. Posteriorly it is 
perfectly smooth and springing from its surface is a sub- 
peritoneal cyst 1.5 cm. in diameter. Large congeries of 
blood-vessels are seen ramifying beneath the peritoneum. 

On section it is seen that the great increase in size is due 
in a large measure to a new growth. This has extended 
into thAlumen of the tube, but at no point does it appear 
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to have reached the outer surface. Where the tube is 5 
cm. in diameter the growth compietely fills the lumen. 
It is composed of a granular-looking new growth which 
presents a somewhat arborescent appearance. The 
growth apparently springs from all parts of the wall of 
the tube. Near the fimbriated extremity, where the tube 
is ro em. in diameter, for over fully half of its extent the 
walls are covered with a new growth. This in places reaches 
2 cm. in thickness. At other points the tube seems to be 
free from the growth. The entire central portion of the 
tube has been filled with fluid, that has undergone coagu- 
lation in the hardening solution In the fluid next the growth 
here and there are large blood clots. The gross picture 
leaves little doubt that we are dealing with a malignant 
growth. If it be malignant the reason why it has not ex: 
tended outside seems evident, because the point of least 
resistance would be toward the center of the tube. 

The left tube near the uterus is 5 mm. ip diameter but 
on passing outward a short distance it is dilated to 4 or 5 
cm. It likewise on section is found to be the seat of a 
similar growth. The tube is covered with adhesions. 

Histological examination. Sections from the growth of 
the right tube show in some areas little tree-like or teat- 
like projections extending into the cavity. They remind 
one very much of the small folds noted where a hydro- 
salpinx exists. At other points the epithelium has pro- 
liferated forming gland-like areas. In more advanced 
portions over wide areas papillary outgrowths are seen. 
These present a distinct arborescent appearance and the 
projections are covered with one or several layers of very 
high, exceedingly regular cylindrical epithelium. Over 
large areas there is not the slightest evidence of breaking 
down. In still other portions of the growth one sees nu- 
clei two or three times the usual size. These stain some- 
what deeply. In other portions cross and longitudinal 
sections of finger-like processes with large blood-vessels 
in their interior are seen. Here and there the epithelium 
has proliferated until solid masses of glands have been 
formed. Masses of epithelium without evidence of gland 
formation are also noted. In only a few places is there 
evidence of breaking down. 

The growth is without doubt a carcinoma, but is char- 
acterized by a marked tendency toward gland formation 
and papillary outgrowths, and by its stability instead of 
its tendency toward breaking down. One might with some 
propriety claim that it resembles to a marked degree a very 
cellular and branching papilloma. 

It is interesting to note that the other tube presents a 
similar appearance. One may have picked the carcinoma 
up from the other. The tube walls themselves are not 
over t mm. in thickness. We did not receive the ovaries 
or the small nodule from the bowel for examination. 

We find no record of any other carcinomatous tube that 
has reached such large proportions. 
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AND OTHER SURGICAL PROCEDURES INDICATED IN THE TREATMENT OF CONSTIPATION (OBsTI- 
PATION) DUE TO INTESTINAL PTOSIS AND CHRONIC INVAGINATION OF 
THE SIGMOID FLEXURE INTO THE RECTUM 


By SAMUEL GOODWIN GANT, M.D, LL. D., 


New York City, NEW York 


Professor Diseases of the Rectum and Anus at the New York Post-Graduate Medical School and Hospital 


_y EFORE proceeding further with my paper, I 
desire toemphasize the fact that no attempt 
will be made to discuss the various causes of 

constipation nor the numerous therapeutic measures 
suggested for their relief, and that I will confine my 
remarks solely to a study of intestinal ptosis and 
its surgical treatment. 

The symptomatic and surgical treatment of 
gastroptosis, nephroptosis, splenoptosis, and hepa- 
toptosis are frequently discussed and written about, 
but intestinal ptosis has not up to the present 
received anything like the consideration which its 
importance deserves. 

Many sufferers of this class can be relieved or 
cured by controlling their diet, giving them the rest 
cure, having them wear a mechanical supporter, 
and, when necessary, by reinforcing this treatment 
with the rest cure, massage, mechanical vibration, 
electricity, hydrotherapy, tonics, and other me- 
dicinal and physical measures which help to 
strengthen the constitution. 

But when non-operative measures fail to over- 
come the patient’s malnutrition, constant feeling 
of fatigue, headaches, insomnia, constipation, and 
the varied manifestations of auto-intoxication, 
digestive disturbances, colic, and dragging pains, 
an effort should be made to secure relief by surgi- 
cal intervention. 

By the aid of the operations about to be de- 
scribed, I have succeeded in curing a large number 
of markedly constipated persons who had been 
previously treated without benefit for disease, 
supposedly located in the stomach, intestine, blad- 
der, uterus, ovaries, tubes, or rectum. In most 
cases the operation afforded quick relief from the 
troublesome manifestations induced by the ptotic 
gut, but in others it was found necessary to resort 
to the rest cure, tonics, diet, massage, vibration, 
electricity, and hydrotherapy to diminish nervous- 
ness, strengthen supporting ligaments and intes- 
tinal and abdominal musculature, increase the 
quantity of fat about the organs and in other ways 
to strengthen my patients and hasten their per- 
manent recovery. In fact I make it my practice 
to inform this class of sufferers that it may be 


1Special address delivered before .-he Ghio State Medical Society at Cincinnati, Ohio, May 5 


necessary for them to take a post-operative course 
of treatment to complete the cure so that they will 
not be disappointed when relief does not immedi- 
ately follow operation. 

Ptosis of the small intestine rarely requires an 
operation, because its displacement is usually in 
duced by the pressure of another ptotic organ and 
will return to its normal position when the pressure 
is removed. But when it does not I endeavor to 
overcome the trouble by having the patient wear 
an abdominal supporter. 

Ptosis of all or a particular segment of the colon 
is quite common and the constipation and other 
manifestations which arise from it can be quickly 
relieved by surgery. The following are the most 
useful operations indicated in the treatment of con- 
stipation due to intestinal ptosis alone and when 
complicated by invagination (Fig. 1), twisting or 
angulation of the gut — (a) colopexy, (b) colo pex- 
ostomy, (c) intestinal exclusion, (d) resection, (e) 
mesocolo placation (mescolopexy, mesopexy). 


COLOPEXY 

Colopexy is a term used to describe the operation 
of fixing a displaced colon to the abdominal wall, 
but when an individual segment of the large bowel, 
like the caecum, sigmoid flexure, or rectum, is an- 
chored, the procedure is designated as caecopexy 
(typhlopexy), sigmoidopexy, or proctopexy. 

I have performed colopexy 81 times for the relief 
of intestinal ptosis, alone or complicated, and the 
results have been most satisfactory. I can recall 
but one death following the operation and this was 
due to peritonitis. In this instance appendicos- 
tomy was also performed to provide through and 
through irrigation for colitis, and the house surgeon 
accidentally injected the irrigating fluid into the 
abdomen beside the appendix instead of through 
it, mistaking the opening. 

The appearance of the gut when examined, 
differed materially; in some cases it was normal, 
in others small, hard, and cordlike, and in still 
others very thin and enormously dilated. 

Minor complications and annoyances, such as 
nausea, vomiting, colic, enterospasm, and pulling 
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Fig. 1. Invaginated sigmoid as seen in the rectum 
through the proctoscope. 


pains occurred occasionally for a short time fol- 
lowing the operation, and in some instances a part 
of the wound gave way through stitch abscesses, 
but did not interfere with the result. 

Of the above-mentioned 81 cases operated upon 
by me, 25 were reported in the American Journal 
of Surgery in 1905. In this first series of cases, 
invagination of the sigmoid flexure into the rectum 
was invariably a complication. 


TECHNIQUE OF SIMPLE COLOPEXY AND 
SIGMOIDOPEXY 

The steps in this procedure as practiced by me 
are very simple, and the operation should not 
require more than twenty minutes, except when 
unlooked for complications are encountered. The 
preparation of the patient is the same as for other 
abdominal operations. When the sigmoid is to 
be suspended, I usually make a two-inch incision 
in the median line midway between the pubes and 
the umbilicus or through the left rectus muscle on 
the same level; but when the entire colon has col- 
lapsed and requires fixation at a number of points, 
I employ a four-inch median incision which ex- 
tends two inches above and two inches below the 
umbilicus and passes it to the left, which enables 
me to reach and anchor all parts of the large bowel. 

When the abdomen has been opened, the peri- 
toneum on either side of the cut is clamped for 
identification, the finger or the hand, if necessary, 


is introduced into the cavity and a careful examina- 
tion made of the liver, kidney, stomach, spleen, 
and the various segments of the colon to determine 
if ptotic, and if so to what extent. 

Adhesions which bind the intestine to adjacent 
structures or cause angulation or twisting of the 
bowel are destroyed by rolling the gut between the 
fingers, wiping it with a gauze sponge, or, when 
firm by dividing them with knife or scissors. After 
bleeding has been arrested by the application of 
hot compresses, adrenalin, powdered iron, or the 
ligature, rents in the intestine are closed by Lem- 
bert sutures, and other raw surfaces are covered 
with peritoneum. Other organs found to be 
markedly displaced are restored and fixed by one 
of the procedures devised for the purpose, but when 
ptotic to but a slight degree, they are left alone to 
be treated later by mechanical supports and meas- 
ures recommended for replacing and maintaining 
them in their normal position. The bowel, which 
has already been freed, is then brought outside 
the abdomen and inspected to determine the degree 
of the ptosis and the most satisfactory points of 
fixation. It is easy to determine where and how 
to anchor the cecum, the transverse colon, or the 
sigmoid flexure when ptotic, but it is an exceeding- 
ly difficult problem to decide which is the best way 
to group the suspending sutures and avoid sagging, 
angulation, and twisting of the gut when the entire 
colon has collapsed and requires the formation of 
new flexures, with anchoring at several points. 


Fig. 2. Showing introduction of the suspensory and 
other sutures when the bowel is approximated to the 
parietal peritoneum in sigmoidopexy. 
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I believe that the normally sharp flexures of the 
large bowel are a frequent cause of obstipation, 
and in order to prevent obstruction from this source 
after the gut has been restored, I make oval turns 
instead. This is done by using two groups of 
sutures instead of one at the corners which are 
anchored at the lower margin of the ribs, and by 
lifting up and anchoring the transverse colon in 
such a way that it takes an upward semicircular 
rather than a straight course across the abdomen. 

Placing of the suspensory sutures is easy for the 
surgeon experienced in this work, but is confusing 
and difficult for the novice. The manner of plac- 
ing the stitches differs, depending upon whether 
or not the peritoneal surjace of the bowel is brought 
directly in contact with the parietal peritoneum 
(Fig. 2) or with the ¢ransversalis jascia (Fig. 3), 
after it has been scarified. When the two peri- 
toneal surfaces are joined, the bowel may be sus- 
pended with the same chromicized catgut sutures 
used to close the inner layers of the wound, but 
when the bowel is stitched to the transversalis 
fascia, I prefer to anchor it with through and 
through sutures of Pagenstecher’s linen or silk; 
the latter method is preferable because it gives a 
firmer union. On two occasions I have known 
relapses to occur following the union of the peri- 
toneal surfaces of the intestine and the abdominal 
wall. In these cases the weight of the bowel upon 
the peritoneum caused it to stretch out in the 
form of a ligament, which in turn permitted the 





-- Fig. 3. 
gut is brought directly in contact with the transversalis 
fascia in sigmoidopexy. 


Method of placing the fixation sutures when the 
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Fig. 4. 
at a considerable distance from the incision by means of a 
strong long-handled needle. 


Method of introducing the suspension sutures 


intestine to drop downward and again cause ob- 
struction by becoming angulated or twisted. 

The supporting sutures may be introduced into 
the bowel with a cambric or, preferably, a small- 
sized, flat, straight, or curved surgeon’s needle, 
but later when they are to be carried through the 
entire thickness oj the abdominal wall, a Hagedorn 
or other long and strong needle is required (Fig. 
4). When fixation is to be made at a considerable 
distance from the incision, I use a Zweifeld, 
Peasely, or other long-handled needle which is 
curved at the end and has a cutting edge. With 
the aid of such an instrument, fixation of every 
part of the colon can be accomplished through one 
incision. After the bowel has been scarified at 
the points of anchorage, three or four sutures are 
placed in the anterior surface of the gut,' trans- 
versally to its long axis and one-half inch apart, 
each thread taking three bites in the intestinal 
musculature, the middle one passing beneath the 
anterior longitudinal band, the ends being left 
long and clamped for identification. When all 
of the suspensory sutures have been introduced 
into the intestine, both ends of each stitch are in 
turn threaded into the long-handled needle and 
pushed through the abdominal wall, where they 
are again clamped. When the different groups of 
stitches have been brought outside, they are first 
made taut, and then the ends are separated and 
tied over gauze pledgets or pieces of rubber tubing 
to prevent their cutting the skin. Where the entire 
colon has collapsed, the sutures supporting the 
cecum are first introduced and tied, and then 
those which are to suspend the hepatic flexures, 
transverse colon, splenic, and sigmoid flexures are 
each in turn made fast, care being taken mean- 

! Recently the suspensory sutures have been run parallel with in- 


stead of transversally to the gut to forestall possible infolding of the 
bowel when they are tied. 
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Fig. 5. Colopexy with formation of an extra loop in the 
descending colon. Method of joining the peritoneal sur- 
faces of the gut so as not to form an acute angulation at 
the end of the loop. 


while to see that no part of the colon is left sharply 
sagging, angulated, or twisted. 

The three broad bites taken in the bowel serve 
to bring a large part of the anterior surface of the 
gut into contact with the peritoneum or the de- 
nuded fascia; this insures a firm union and obvi- 
ates the danger of the stitches cutting out, as has 
been known to occur where but one slender bite 
was taken. 

When the anchoring process has been complet- 
ed, the incision is closed by the layer method, the 
dressings are applied, and the patient is placed in 
a bed, the foot of which has been elevated some 10 
or 12 inches. 

Following colopexy the patient is kept upon 
fluids until after the bowel has been moved on the 
third day, when he is permitted to partake of a 
limited amount of solid food, and after the expira- 
tion of one week he is put upon a regular diet plus 
the addition of broths and rich milk between meals 
and at night. 

Ordinarily the bowel moves regularly and of 
its own accord immediately following the oper- 
ation, but when it fails to do so, the coveted daily 
stool can be secured temporarily by water drinking 
and massage, or, when necessary, by the adminis- 
tration of mineral oils, Carabana water in small 
doses, or a mild dinner pill. When the evacu- 
ations are dry and hard and tend to clog the bowel, 
olive oil or liquid paraffin in liberal doses are useful 
to soften the feces and lubricate the intestines. 
When fiecal impaction occurs, in spite of this treat- 


ment, it should be overcome by the administration 
of castor oil, laxol, or copious high enemata alone 
or in combination. 

Gas pains are arrested by means of friction- 
massage, galvanism, or hot fomentations applied 
to the abdomen; but when these remedies fail, 
opium and belladonna alone or in combination 
should be prescribed to stop the pain and allay in- 
testinal spasms and irritation. It is my custom 
to have this class of patients wear an abdominal 
support and take good care of themselves for a 
few weeks following the operation, in order to 
afford the intestine and other organs, when ptotic, 
an opportunity to become firmly fixed in their 
new position. 

Having discussed my technique of simple or ordi- 
nary colopexy, I will now describe some new and 
original methods of performing colopexy for the 
relief of intestinal ptosis which have proven very 
satisfactory in my hands and which I recommend 
as being worthy of your consideration. ° 


GANT’S COLOPEXY WITH THE FORMATION OF AN 
EXTRA LOOP IN THE DESCENDING COLON 

When the bowel or its mesentery is very long, 
and from 15 to 20 inches or more can be with- 
drawn through the incision, simple colopexy will 
not prove satisfactory, because the gut is so long 
that it will sag or become angulated or twisted 
when anchored at one or several places. In order 
to overcome these difficulties, I have several times 
succeeded in taking up the extra slack by bending 
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Fig. 6. Colopexy with formation of an extra loop in the 
descending colon. Method of placing the mesenteric 
sutures parallel. 
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the descending colon and mesentery upon them- 
selves and forming an extra loop by joining the 
two segments of gut with Lambert sutures, placed 
after the manner shown in the accompanying 
illustrations (Figs. 5 and 6). The newly formed 
loop is then anchored to the abdominal wall, as in 
simple colopexy (Fig. 7). The essential point 
in this operation is to place the sutures in such a 
way that they will not constrict the mesenteric ves- 
sels nor cause a sharp angulation at the outer end 
of the loop. The results which have followed this 
operation (6 cases) have been very satisfactory. 

GANT’S COLOPEXY, WHERE 
PENDED ABOVE THE 


THE BOWEL IS SUS- 
RECTUS MUSCLE 

I have succeeded in relieving three patients who 
suffered greatly from marked dilatation and ptosis 
of the left half of the colon by suspending it above 
the rectus muscle (Fig. 8). 

The technique of this procedure consists in open- 
ing the anterior sheath of the left rectus and divid- 
ing the muscle and posterior sheath transversely. 
An opening is then made in the mesentery at its 
juncture with the bowel, care being taken to avoid 
injury to its vessels. The divided muscle and 
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-Fig. 7. Colopexy with formation of an extra loop in the 
descending colon. Showing final steps in the operation 
and position of the gut. 
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Fig. 8. Colopexy with suspension of the gut above the 
rectus muscle. 1 shows method of introducing the sutures 
into the muscle; 2 shows same tied; 3 shows relation of 
the bowel to other parts; 4 shows closure of the wound by 
intercutaneous suture; 5 shows how the gut passes up and 
over the muscle. 


tongue-like piece of the posterior sheath are now 
pushed through the rent and sutured to the other 
end of the divided rectus. The stitches in the 
muscle and sheath are placed at some distance 
from the several ends to prevent their cutting out. 
Finally, after the structures about the bowel are 
snugly joined around it, the anterior sheath and 
skin are approximated, using a continuous inter- 
cutaneous catgut suture for the latter and har- 
dened catgut for the former. 


GANT’S CIRCULAR COLOPEXY 

Another method which I have found effective 
in overcoming colonic ptosis due to a considerably 
elongated sigmoid and descending colon, is to 
anchor the gut to the abdomen in a circular fashion 
(Fig. 9) by placing the first group of sutures at the 
beginning of the sigmoid, the second in the median 
line at or above the umbilicus, the third midway 
between this point and the right anterior spine of 
the ilium, and the fourth in the median line 
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Fix. 9. Drawing on left shows collapse of the descend- 
ing colon and sigmoid. Drawing on right shows method 
of anchoring it to the abdominal wall (colopexy). 


slightly above the pubes. The size of the circle 
is made larger or smaller, and the number of fixa- 
tions are varied, according to the extent of the 
ptosis and the amount of bowel to be disposed of. 

One who is not familiar with the question of 
colopexy would naturally believe that fixation of 
the bowel to the anterior abdominal wall in the 
ways described would intercept the fecal current, 
but surgeons familiar with this procedure know 
that, on the contrary, it greatly facilitates the 
evacuations by preventing invagination, twisting 
and acute angulation of the gut. 

On a few occasions I have stitched the bowel 
to the lateral and posterior walls of the abdomen 
to straighten out twists and kinks and to overcome 
ptosis, but have not found this method desirable, 
because it was more difficult and the results no 
better than when the colon was anchored to the 
anterior abdominal parietes. 

The technique of cecopexy and sigmoidopexy, as 
performed for the relief of enteroptosis, alone or 
complicated by chronic invagination, is similar in 
every way to that of colopexy, and because of this 
I will not describe their operative technique sep- 
arately. 

GANT’S COLOPEXY WITH EXCLUSION 
On a few occasions, where the colon was of un- 


usual length and collapsed to such an extent as to 
render fixation to the abdominal wall impossible 


without leaving sagging parts to collect the feces 
and continue the obstipation, I have resorted to 
the following procedure: After the colon had been 
anchored at one point in the median line, to prevent 
it from dropping downward and pressing upon the 
intestine elsewhere, or interfering with other or- 
gans, I have excluded the suspended portion by 
making an anastomosis between the most de- 
pendent points of the anchored bowel on either 
side of its fixed point, so that the fecal current 
could pass directly from the segment above into 
that below, without the necessity of passing through 
the portion of gut anchored to the abdominal wall. 
When the excess of gut is very great, the intestine 
may be anchored at two places a few inches apart, 
and then the innermost borders of the two sus- 
pended loops approximated at a point below the 
intermediate or swinging segment of bowel be- 
tween them. These procedures are particularly 
suited to the treatment of patients who suffer from 
aggravated colonic ptosis complicated by dilata- 
tion. 


GANT’S COLOPEXY WITH INVAGINATION 


Still another procedure which I have resorted 
to in order to take care of excessive or sagging 
portions of the bowel after fixing it to the abdom- 
inal wall to prevent it from wandering, is as fol- 
lows: After having scarified the peritoneum at as 
many points as may be required, the upper part 
of the drooping segment is pushed into the lower 
and fastened there by a continuous Lembert sero- 
muscular suture, which approximates the serosa 
of the invaginans and the invaginatum, and retains 
them in this position until they have become 
agglutinated. ‘This procedure has served its pur- 
pose very well in the two cases in which it was 
adopted. From my observation in these cases, 
and my experience in the treatment of patients 
suffering from chronic iliocecal invagination and 
invagination of the sigmoid flexure, I am inclined 
to the belief that dangerous or troublesome com- 
plications need not be anticipated on account of 
the invagination of the gut produced in the above 
manner, because there is no acute inflammatory 
process present. 


GANT’S PHRENOCOLOPEXY, WITH AUTOMATIC 
MASSAGE 

On different occasions while operating upon 
enteroptotic patients, I have suddenly come upon 
the diaphragm and have studied with much in- 
terest the character of its movements. That it 
must stimulate peristalsis, up to a certain degree, 
through its influence upon the transverse colon, 
I feel convinced, and, on more than one occasion, 
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I have been tempted to anchor the ptotic colon to 
the diaphragm (phrenocolopexy), in order that 
the bowel might be prevented from wandering 
and at the same time receive automatic massage 
through the respiratory movements, but have 
refrained from doing so except in one instance, 
because of the unpleasant disturbances which 
might ensue to respiratory and cardiac functions 
through the attachment of the gut to the dia- 
phragm. 

Colopexy can be quickly and easily performed 
under favorable circumstances, but when the 
entire colon has collapsed, is pressed upon by other 
organs, or thrown into angulations or twists, or is 
bound down by numerous strong adhesions, consid- 
erable ingenuity and patience are required to bring 
the operation to a successful issue without doing 
serious injury to the bowel or adjacent organs. I 
have found it advisable to abandon colopexy on 
a few occasions because of the difficulties en- 
countered and to resort to colopexostomy, intestinal 
exclusion, or resection, in order to relieve the patient 
of persistent obstipation and other distressing 
manifestations induced by intestinal ptosis. 


GANT’S COLOPEXOSTOMY 

Occasionally extensive colonic and sigmoidal 
displacements are complicated by a growth, in- 
testinal catarrh, specific ulceration, or extensive 
adhesions, or complete rectal prolapse, which keep 
the patient in a most deplorable condition. Under 
such circumstances colopexy alone will prove un- 
satisfactory, because it does not provide means 
for healing the mucosa or removing the obstruc- 
tion, and is often followed by a return of the in- 
vagination or prolapse, owing to the relaxation 
of the tissues and the straining incident to defe- 
cation. In view of these conditions, colopexostomy 
or resection combined with appendicostomy or 
cecostomy, when indicated, should be performed 
in order that the growth or ptotic segment of gut 
may be removed and the bowel given a rest as well 
as the benefit of through and through medicated 
irrigation. 

In performing colopexostomy I open the abdo- 
men through the left rectus muscle on a level with 
the usual colostomy incision. I then hook up the 
sigmoid and draw it from above until taut, and 
from below until all the slack is taken out, and 
then anchor it as in colopexy to the abdominal 
wall two inches above and below the angles of the 
incision. Finally, the operation is completed by 
stitching the inner surfaces of the projecting loop 
together and then uniting the bowel to the skin all 
around with plain gut. Except when dangerous 
symptoms arise on account of distension, the in- 
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testine is not amputated for several days, in order 
to minimize the danger of infecting the wound. 
When the catarrhal condition or ulcerative process 
has subsided, the artificial anus is closed by end- 
to-end sutures or lateral anastomosis. 

Where there is ulceration or catarrh of the bowel 
which requires local treatment, and the ptosis can 
be controlled by one or more fixations, I prefer 
appendicostomy or my cecostomy to colopex- 
ostomy because the annoyance of an artificial anus 
and a second operation to close it is avoided. 


INTESTINAL EXCLUSION 

When the colon is ptotic and enormously di- 
lated, angulated, twisted, or completely bound 
down by adhesions, rendering it unfit for fixation, 
exclusion of all or part of the colon yields remark- 
ably good results. 

Intestinal exclusion should supersede both co 
lostomy and colopexostomy in this class of cases, 
because it affords the desired relief and the patient 
is not annoyed by an artificial anus. Under such 
circumstances, I have obtained good results by 
dividing the ileum six inches above the caecum, 
inverting and closing both ends by purse-string 
sutures, and then making an anastomosis between 
the proximal end of the ileum and the lower sig- 
moid or upper rectum. When the ptotic condition 
of the bowel is complicated by simple catarrh 
or ulcerative colitis, provision for through and 
through irrigation is made by performing appendi- 
costomy or cwcostomy. 

Where the caecum and ascending colon are 
down and fixation is impracticable, the ileum may 
be joined to the transverse or descending colon or 
lower down; but when the transverse colon, splenic 
flexure, descending colon, and sigmoid flexure are 
involved and incapacitated, ileorectostomy (proc- 
tostomy) is indicated. 

Evacuations are more regular after partial 
colonic exclusion, and are very soft and frequent, 
immediately following complete exclusion, but as 
time passes the ileum takes upon itself the work 
of the colon, and the movements gradually dimin- 
ish in frequency and again become normal in 
number and consistency. 

My technique of intestinal exclusion has been 
given elsewhere’ by me and need not be repeated 
here. 

RESECTION 

Removal of a part or all of the colon is justifiable 
in the treatment of enteroptosis causing obstipation 
when the bowel is the seat of malignant disease, is 
very long, dilated, or would sag, become angulated 


1Gant. 
Co., 1G09. 
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or twisted, or be pressed upon by other organs, in 
spite of being anchored at one or more points. 
Resection is also indicated in ptotic subjects where 
the bowel is displaced and extensively ulcerated, 
is blocked by benign or malignant growths, or 
permanently incapacitated by the presence of 
kinks, twists, adhesions, dilatations, or other 
serious pathologic conditions. In such deplorable 
cases the gut should be severed above and below 
the useless segment, and the disconnected ends 
united by end-to-end or lateral anastomosis, after 
the diseased portion has been removed. 

When the entire colon is permanently incapaci- 
tated, it is advisable to resect it and anastomose 
the ileum with the rectum or lower sigmoid. Lane 
has excised all or part of the colon for the relief of 
obstipation and auto-intoxication 39 times, with 
4 deaths, and the results obtained were very satis- 
factory. 

My experience with resection of the colon has 
demonstrated that it makes very little difference 
whether 10 or 30 inches of the colon are removed, 
insofar as the mortality and usefulness of the bowel 
is concerned. The writer believes that partial 
or even complete resection of the colon is justified 
in the treatment of this type of constipation in 
extreme cases where all other measures have failed 
to afford relief, but he does not believe that the 
indications for this procedure occur as frequently 
as the writings of Lane would lead us to believe. 


MESOCOLOPLICATION (MESOCOLOPEXY) 


The good results obtained by surgeons in pre- 
venting the recurrence of invagination of the bowel 
by plicating the mesentery and from the shorten- 
ing of the lesser omentum with the gastrophepatic 
and gastrosplenic ligaments in gastroptosis, caused 
surgeons to attempt the cure of intestinal ptosis by 
shortening the mesocolon. 

Mesocolopexy has been performed successfully 
once by Bier, twice by Hirschmann, and six times 
by the writer. In my series of cases the operation 
was performed for the relief of colonic or sigmoidal 
ptosis alone or when complicated by invagination 
of the sigmoid flexure into the rectum, and com- 
plete rectal procedentia. In one case I was en- 
abled to completely overcome the displacement 
and invagination and relieve my patient by meso- 
sigmoidopexy. In another this procedure failed, 
and I was compelled later to do an anterior fixation 
of the colon. In my more receent cases I have 
done a combined operation, which consists in first 
shortening the mesocolon by plication and then 
anchoring the colon or the sigmoid to the abdom- 
inal wall, which had been previously denuded of 
its peritoneum. 


The technique of mesocolopexy is similar to that 
employed for shortening the ligaments of the liver, 
spleen, and stomach. In doing this operation it 
is of the utmost importance to see that the stitches 
are placed parallel with the vessels, because when 
these are crossed by the sutures the patient will 
suffer from post-operative meteorism or sloughing 
of the intestine through impairment to the circu- 
lation. Care is likewise needed to avoid injury 
to the veins, else a hematoma will form or great 
difficulty will be encountered in controlling ham- 
orrhage. 

Mesosigmoidopexy was performed by Bier for 
the purpose of overcoming colonic ptosis, and 
Hirschmann operated to afford his patient relief 
from rectal procedentia (third degree). Hirsch- 
mann scarified the outer surface of the mesentery 
of the large sigmoidal loop and then sutured the 
opposing surfaces in three rows one inch apart 
with No. 2 twenty-day catgut. This causes a lift- 
ing upward of the sigmoid and prolapsed rectum 
as the stitches are tied. He also infolded the an- 
terior surface of the sigmoid, a procedure which 
in so far as I can see, requires an additional 
amount of time, but does nothing towards pre- 
venting the downward displacement of the bowel. 
My experience with mesocolopexy warrants me in 
believing that this operation will not prove effective 
in the majority of instances when used alone, but 
that it is an aid in the treatment of enteroptosis 


and invagination when combined with colopexy 
or sigmoidopexy. 


TREATMENT OF INTESTINAL PTOSIS COMPLICATED 


BY RECTAL PROCEDENTIA 

Colopexy and sigmoidopexy will bring about 
a cure when the invagination and prolapse are not 
extensive, but when the intestine or its mesentery 
is exceedingly long or its attachments have given 
way, the sigmoid becomes invaginated, and the 
rectum protrudes for several inches beyond the 
anus, resection, colopexostomy, or the writer’s 
combined operation should be resorted to in order 
to effect a permanent cure. 


GANT’S COMBINED CAUTERIZATION, PROCTO- 
PLASTY, AND SIGMOIDOPEXY 

This operation has for its object abdominal 
fixation of the bowel, the setting up of an inflam- 
matory reaction which will cause the bowel coats 
to become adherent to each other, narrowing of 
the rectum, and shortening of the sphincter mus- 
cle. The procedure is easy to carry out and is 
practically devoid of danger. 

The first step in the operation consists in doing 
a sigmoidopexy after the plan described elsewhere ; 
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the second, in thoroughly cauterizing the lower 
sigmoid and upper rectum through a proctoscope 
or by the aid of an operating speculum; the third, 
in removing a diamond-shaped piece of flesh 
which includes a strip of bowel, a section of the 
sphincter one inch in width, the skin and sub- 
cutaneous tissue backward almost to the coccyx; 
the fourth, in providing drainage and closing the 
wound with chromicized gut, and the fjth, in 
applying the dressing. 

I have perfomed this operation many times (12), 
and have had but one relapse. 

Excision of the prolapsed piece of gut for the 
relief of rectal procedentia is not a satisfactory 
operation, because it is difficult and dangerous, 
requires considerable time, is accompanied by 
profuse bleeding, does not prevent the slipping 
downward of the segment of bowel immediately 
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above that removed, and is often tollowed by un- 
desirable sequelie. Recurrence is more frequent 
after excision than after the combined operation 
just described. 

I have elsewhere described‘ several other oper- 
ations devised for the cure of simple prolapse of 
the rectum, which I will not discuss here because 
they are useless in so far as the treatment of in- 
testinal ptosis and the constipation dependent 
upon it are concerned. 

In concluding my remarks upon the surgical 
treatment of constipation due to intestinal ptosis, 
I wish to state that my large experience with the 
operations discussed has been so very satisfactory 
in the treatment of this class of cases, that I most 
heartily recommend them to your careful consid- 
eration. 


1 Gant, Diseases of the Rectum and Anus, third edition, roo6. 
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COUNT ita privilege and a pleasure to present 
the method of procedure in an operation which, 
originated by the French surgeons, has received 
through the efforts of my former teacher, sub- 
stantial improvement in our own country. 
Although I never saw Prof. Hirst use the Pfan- 
nenstiel transverse incision in his work, I prefer 
it in selected cases, and for ease in depicting pelvic 
structures, I have chosen it for these illustrations. 
I have also for the sake of clearness sacrificed ex- 
actness, and in many ways availed myself of 
“artist’s license,” as evidenced by the absence of 
retractors and the high position of the uterine 
artery in Fig. 2. 
The special use of the technique as here shown 
was in a hysteromyomectomy (supravaginal hys- 
terectomy) which I did for multiple fibroids. 


METHOD IN DETAIL 


1. Incise the abdomen and deliver the tumor. 

2. Fig. 1. Secure the ovarian artery with a 
short forcep applied to the infundibulopelvic liga- 
ment. With the fingers raise the round ligament 
and apply a straight clamp one and one-half inches 
from the uterus, including as much broad ligament 
as possible within its grasp. At the uterus apply 


a reflux clamp compressing both the round liga- 
ment and tube. 

3. Between these last two clamps sever the round 
ligament and continue this incision downward 
opening the two layers of the broad ligament. 

4. Fig. 2. Within this space between the two 
layers of the broad ligament, at about the level of 
the internal os, with the forceps at right angle to 
the uterus and pressed firmly against it, clamp the 
uterine artery. With scissors, cut between this 
forcep and the uterus; if the uterine artery has 
been secured and severed its white wall may be 
seen when the point of the forcep is rotated up- 
ward. If the artery is not seen, apply a second 
clamp in the same manner below and to the inner 
side of the first, and cut the tissues between it and 
the uterus, including the uterine artery. 

5. Duplicate these procedures on the other side. 

6. Fig. 3. On the anterior surface of the 
uterus, at least an inch above its uterovesical 
reflection, incise the peritoneum in a curved line, 
meeting the cut anterior layer of the broad liga- 
ment on each side. Dissect this anterior layer of 
peritoneum downward, and reflect it with the 
bladder toward the pubes. 

7. In a similar manner incise the peritoneum 
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Fig. 1. Severing the round ligament between its clamp 
and the central reflux clamp. The short forcep is on the 
ovarian artery. 


The 
clamps resting on the thighs hold the distal portions of the 
round ligaments; the small forcep is on the reflected an- 
terior layer of peritoneum; the two central clamps are on 
the uterine arteries; posterior are the forceps on the ovarian 
arteries; on the right side is shown the point of the knife 


Fig. 3. The reflux clamps have been removed. 


which is severing the left broad ligament. If the ovaries 
are to be left these clamps are applied to the mesosalpinx 
and the tubes resected. 








iene ne 


Fig. 2. Patient’s left hip raised to show the scissors 
cutting between the uterus and the clamp which secures 
the uterine artery. 





Patient in the Trendelenburg position with a 
section of the abdominal wall removed. The tissue for- 
ceps are holding aside the anterior layer of peritoneum 
which is used to cover the cervix, showing the method 


Fig. 4. 


of suturing in the round ligaments. Opposite the middle 
of the needle may be seen the projecting end of the left 
ligament. Lying on the abdomen is the suture which 


ligated the left ovarian artery, closed the left broad 
ligament, and fastened down a portion of the peritoneal 
flap; thus it will complete and close the right broad liga- 
ment. 


Right ovarian clamp intentionally omitted. 














KOLISCHER AND® KRAUS: INFILTRATING CYSTITIS 87 


on the posterior surface of the uterus; on each 
side starting below the ovary and above the ovarian 
clamp, sever the broad ligament in a line to meet 
the incision on the posterior surface of the uterus. 

8. Amputate the uterus by two converging an 
teroposterior incisions, so that the lower end otf 
the specimen will be wedge-shaped, the cervix 
V-shaped. 

g. With a curved needle and catgut transfix and 
ligate the uterine arteries, and remove their clamps. 

10. Fig. 4. Cross the round ligaments over 
each other and suture them in the cervical stump 
by causing the needle to successively pass through 
the anterior half of the cervix, the round ligaments, 
and then the posterior half of the cervix. 

11. Transfix and ligate the left ovarian artery 
and remove its clamp; with the same suture and 
with an interlocking stitch, close the left broad 
ligament. Turn backward the reflected anterior 
layer of peritoneum, and with the same suture 
secure it to the posterior surface of the cervix; 
again with this same suture close the broad liga- 
ment on the right side, removing the clamp from 
the right ovarian artery as soon as this vessel is 
controlled. 

12. Close the abdomen without drainage. 


OBSERVATIONS 


The immediate dangers of hysterectomy, wound- 
ing the ureter, haemorrhage, and sepsis are admira- 


bly foreseen and guarded against; the first by 
clamping and cutting the uterine artery, close to 
the uterus, the second by properly securing the 
ovarian and uterine arteries, the third by covering 
the entire area of operation with peritoneum. 

The subsequent dangers, sloughing of the cer 
vix, and hernia per vaginam, are equally well con 
sidered and the first prevented by severing the 
uterine artery upon the lateral surface of the 
uterus after it has given off the branch to the 
cervix. 

Hernia of the abdominal contents through the 
vagina is prevented by giving attention to the upper 
pelvic diaphragm composed of the uterosacral 
ligaments, the cervix, the uterovesical ligament, 
and the fibrous attachments to the posterior sur- 
face of the pubes. By this technique the utero- 
vesical ligament is preserved, and the cervix given 
additional support by suturing the round ligaments 
into it. 

In operations complicated by dense adhesions. 
by tubal disease, by intraligamentous cysts and 
fibroids, by inflammatory exudates in the broad 
ligaments, or any condition which blocks the sides 
of the pelvis, this ingress to the uterine artery is 
most serviceable, and equally applicable to all 
varieties of hysterectomy. The large veins which 
course through the broad ligaments beneath the 
tubes are severed late, permitting a dry field 
throughout most of the operation. 





RADICAL CURE OF INFILTRATING CYSTITIS AND CONTRACTED 
BLADDER 
By G. KOLISCHER, M.D., anp H. KRAUS, M. D., Cuicaco, Inuixors 


NFILTRATING cystitis furnishes a clinical 
| picture that is known as cystitis dolorosa. 
The pathologic feature of this condition is that 
the infection and subsequent inflammation does 
not remain confined to the vesical mucosa, but 
penetrates, after having involved the submucous 
stratum, into the muscular part of the bladder- 
wall, and eventually even leads to inflammatory 
changes in the tissues surrounding the bladder. 
In this way there may result an involvement of the 
cellular tissue covering the bladder in its lower 
parts, known as paracystitis, or an involvement of 
the peritoneum as far as it is the coating of the 
bladder, known as pericystitis. 
Infiltrating cystitis is a very serious condition; 
the suffering of the patients is exquisite ; the bladder 


is extremely sensitive to the touch; its contrac- 
tions are so painful that the patients occasionally 
faint; to this is added that the contractions of the 
viscus are exceedingly numerous; the inflammation 
itself increases the frequency of the urinary calls; 
the viscid secretion coming from the mucosa quite 
often blocks the internal urethral orifice, producing 
very painful, though futile tenesmus and spasms ; 
the capacity of the viscus is considerably reduced 
on account of the inflammatory thickening of the 
bladder-wall, so that this mechanic moment is 
added to the nervous excitation of urinary calls. 
The patients waste rapidly under all these del- 
etery influences; such as suppuration and the 
infection of the whole system therefrom; the suffer- 
ing and the loss of rest emaciate them quickly; 








88 SURGERY, GYNECOLOGY AND OBSTETRICS 


occasional hemorrhages from the bladder mucosa 
increase the drain on the vital forces. The integ- 
rity of the bladder is also disturbed by the exfolia- 
tion of tissue, deadened by necrobiosis. If after 
a long period of suffering the infection dies out, 
and the inflammation has disappeared, a very 
serious condition of the bladder remains; known as 
contracted bladder. The walls of the organ are 
much thickened and its capacity is reduced to 
various degrees, in some cases to such an extent 
that the viscus can hold only a few teaspoonfuls of 
fluid. This condition obviously though not very 
painful, is very annoying to the carrier, because he 
or she have to empty their bladder at very short 
intervals. 

The therapy of this condition depends upon the 
stage of the disease at which medical help is em- 
ployed. During the acute and subacute period 
of inflammation the attention will be pointed 
toward relief of the suffering, and toward the pre- 
vention of the development of the shrinkage of the 
bladder. While we are in a position to alleviate 
the subjective symptoms by hot applications and 
administration of alkaloids, yet some experience 
has proven that all the topic applications so suc- 
cessful in superficial cystitis fall short of their 
purpose in cases of infiltrating cystitis. There 
is only one way of treatment that is apt to lead to 
success, and that is surgical interference. As 
such, was employed an incision establishing arti- 
ficial drainage of the bladder; this procedure was 
suggested to surgeons by the idea that it is the free 
draining of the bladder that has the curative 
effect. But this point will bear investigation. 

The merits of the drainage solely can be weighted 
from two points of view — the estimation of the 
results obtained, and the comparisons of the con- 
ditions of an infiltrating cystitis with the pathology 
of other tissues afflicted in a similar way. 

In male patients drainage by a perineal bou- 
tonniere was and with the majority of operators 
still is the favorite method. It is true, that as long 
as this artificial fistula is kept open, the patient 
experiences great relief, mainly because the bladder 
is kept permanently empty, and so the painful 
distension and the torturing spasmodic contrac- 
tions are eliminated. But if this fistula is per- 
mitted to close up, the original conditions recur or 
the following takes place: After the drainage is 
established, in some cases one will succeed to sub- 
due and finally to exterminate the infection and 
subsequent inflammation of the bladder-wall, by 
local treatment, but under this mode of healing 
almost in every instance there develops and remains 
a condition of the bladder that makes this organ 
permanently insufficient; the volume and_ the 


capacity of this viscus is considerably reduced and 
a contracted bladder remains. 

In the female, the incision in the bladder was 
always, and still is by the majority of operators, 
made from the vagina; thus establishing an arti- 
ficial vesicovaginal fistula, which was always con- 
sidered or quoted as a panacea for all cases of 
stubborn cystitis in women. But as one of us has 
already pointed out years ago, a lasting benefit 
from this drainage of the bladder can only be 
expected if it is combined with a regularly applied 
packing of the viscus with some medicated gauze; 
but even then the outcome is always doubtful, and 
recurrences are frequent after closure of the fistula ; 
contraction of the bladder cannot be prevented by 
this form of treatment. 

The problem of treating infiltrating cystitis pre- 
sents itself in this form: The employment of a 
method that will give uniformly good results as to 
the eradication of the infection and of the inflam- 
mation depending thereupon, and the prevention 
of the shrinking of the bladder; secondly, the 
establishing of a procedure that will dilate again a 
contracted bladder, after infection and inflamma- 
tion have ceased. 

Theoretical consideration will a priori suggest 
that a free incision into the infiltrated tissues will 
be the proper measure, similarly to the incision 
we make into phlegmons occurring in other regions 
of the body. While such an incision will put 
the bladder to rest by virtue of the free drainage 
thus established, the curative effect on the inflam- 
mation becomes readily apparent. If such 
incision is made in time, the secondary shrinking 
of the bladder will be prevented. Of course 
we will use all the local applications that are indi- 
cated in such conditions. The bladder is regu- 
larly cleared by irrigations with some indifferent 
aseptic fluid, and then the mucosa is treated by 
loosely packing the bladder with gauze saturated 
with 20 per cent argyrol solution or with ichthyol 
and oil at equal parts. This kind of tamponade 
in continued until the mucosa appears to be clean 
and until abnormal sensitiveness has completely 
diasappeared. Then and not sooner the incision 
is permitted to close up. 

It is of course of vital importance to decide the 
question where this incision into the bladder ought 
to be made to best advantage. 

In the male this question does not call for any 
deliberation. The perineal boutonniere furnishes 
only drainage and an insufficient one at that, and 
such a perineal incision will never accomplish 
what has to be considered the essential indication 
of the whole procedure, that is, the splitting to a 
great extent of the infiltrated bladder-wall. 
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Therefore, it is obvious that we have to choose 
a suprapubic incision. One objection against 
the suprapubic route has to be disposed of; it 
is a traditional idea that the bladder can only be 
drained from below through the perineum; thus 
using the physical law of gravity. This is entirely 
erroneous; in the first place the bladder is a con- 
tractile organ and drains itself by its muscular con- 
traction, as proven in so many cases of suprapubic 
operations. Secondly, the gauze inserted into 
the viscus for tamponade drains out the secretions 
and the urine by virtue of capillary suction. As 
to the special technique of the operation the follow- 
ing points have to be observed. 

After the incision through the skin and fascia 
is made, the recti are separated bluntly, and the 
peritoneum is stripped off the bladder so as to 
expose freely the anterior aspect of the organ. 
Now the peritoneal reduplications is pushed up- 
ward under the upper angles of the wound and 
buried there by a few sutures inserted through the 
muscles and the fascia. In this way the peritoneum 
is kept out of harm’s way, not being exposed to 
any infection from the inflamed bladder after the 
latter is opened. 

Now the bladder is caught with vulsellums or 
with two sutures and between them the bladder- 
wall is incised. The incision should split the 
whole anterior wall of the viscus. After this is 
done, either edge of the incision is suspended to 
the abdominal wall by means of a few sutures and 
the bladder is loosely packed with gauze saturated 
in a mixture of ichthyol and glycerine or oil, equal 
parts. This tamponade is changed every 24 hours 
and continued until the bladder mucosa shows a 
normal appearance and until all the sensitiveness 
has disappeared. Then by leaving out all the 
packing and draining, one permits the fistula to 
heal by granulation. 

In this way we not only secure a good and 
definite cure of the cystitis but also prevent a 
shrinkage of the volume of the bladder. 

In the female, for a long time, it was a tenet to 
cure infiltrating cystitis by establishing an artificial 
vesicovaginal fistula; it is remarkable with what 
tenacity the profession clung to this teaching, 
although the results were never encouraging. 

In the female, also, if surgical intervention is 
necessary, the suprapubic incision has to be used, 
if we want to obtain certain and good results in 
cases of infiltrating cystitis. 

The technique does not differ in its details from 
the technique as described above for application 
in the male. 

The next problem under discussionis the therapy, 
in cases where the inflammation has subsided, but 
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has led in the ultimate outcome to a contracted 
bladder. If this reduction of the capacity of the 
bladder reaches an appreciable degree, it has to be 
considered as a rather grave condition. The 
carrier of this anomaly is not only exposed to great 
annoyance on account of being compelled to empty 
the bladder at very short intervals, which inter- 
feres with enjoyment of life, but this frequent 
urination interferes also with the night rest, so that 
the patient becomes nervous and weak on account 
of loss of sleep. 

It is always taught and also believed, that cures 
of a contracted bladder may be effected by repeated 
forcible injections of some fluid. It has to be 
admitted, that in some cases improvement might 
be reached in this way, but serious objections can 
be raised against this method. Firstly, it will 
happen, that this forcible distension leads to le- 
sions of the vesical mucosa and eventually to a 
flaring up of the inflammation. Then the whole 
procedure is always very painful and puts the 
highest demands on the patience and endurance 
of patient and doctor; finally it has to be kept in 
mind, that appreciative results are rare, and even 
if something should be accomplished, the gain is 
never in proportion to the suffering of the patient 
and to the amount of time spent. 

A suggestion for reliable treatment was given 
by analyzing the experiences observed during 
the healing period after extirpation of the exten- 
sive malignant bladder tumors. Even after very 
extensive resections of the bladder it is surprising 
to see after everything is healed over and closed 
up, what a capacious viscus is again formed out of 
the remnants of the bladder. Even after two- 
thirds of the bladder were removed, a bladder will 
be reconstucted through the process of healing per 
secundam that will hold from 200 to 300 cc. 

The explanation of this result can be found in 
the following: Healing by granulation furnishes 
a new roof for the bladder, built up of fibrous tissue, 
so that finally a viscus is re-formed with almost 
normal capacity. This experience can be applied 
in the same way to a contracted bladder. 

The contracted bladder is exposed in front. 
Its anterior wall is incised as freely as possible, 
then the edges of the bladder wound are attached 
to the abdominal incision and then the whole is 
left to heal by granulation. In this way an addi- 
tional parietal wall is formed by cicatricial inter- 
polation, and the capacity of the bladder is re- 
gained.- I might add, that it is very probable 
that muscle fibres grow from the edges of the 
bladder-wall into this cicatricial roof, because such 
bladders empty themselves without retaining any 
residual urine. 
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THIRTY-FIFTH ANNUAL MEETING, HELD IN WasHINGTON, D. C., May 3, 4, AND 5, IQIO. 


THE 


PRESIDENT, Dr. Epwarp P. Davis, OF PHILADELPHIA, IN THE CHAIR 


The sessions of the society were held in the 
George Washington University. 

An address of welcome was delivered by Dr. I. S. 
Stone, of Washington, D. C., which was responded 
to by Dr. Seth C. Gordon, of Portland, Maine. 


PRIMARY CARCINOMA OF THE FEMALE URETHRA; 
HEMATOMA OF THE BROAD LIGAMENT RECUR- 
RING WITH PREGNANCY; FIBROID TUMOR OF 
THE OVARIAN LIGAMENT 
Dr. WALTER P. MANTON, of Detroit, Michigan, 

read a paper on this subject, which appears in 

this journal. (See p. 56.) 


DISCUSSION 

DR.. REUBEN PETERSON, Ann Arbor, Michigan, 
said he had had two cases of this rare affection, 
one of which he had previously reported. He 
operated on a woman four or five years ago who had 
a carcjnoma of the meatus which extended up into 
the urethra about half an inch. A radical oper- 
ation was done, which was followed by incontinence 
with subsequent prolapse of the bladder mucosa 
through the remainder of the urethra. ‘The woman 
complained of this, and so he sewed up the open- 
ing and made an opening from the bladder into 
the vagina. She complained of incontinence; 
then he did a colpocleisis, and made an opening 
into the rectum. He reported this case at a meet- 
ing of the American Medical Association, but did 
so again now in order to give the subsequent history 
of the case. The woman had passed her urine 
through the rectum ever since, and to-day she 
was as well and contented as one could be in that 
condition. He examined the urine two and a 
half years ago, and found she had no ascending 
pyelonephritis, which was interesting because it 
had been contended that where this communica- 
tion was established with the rectum, pyelone- 
phritis would take place just as soon as the ureters 
were put into the rectum, but it had not taken 
place in this case. 

The second case of primary carcinoma of the 
urethra happened a short time ago. It looked 


like a urethral caruncle. However, microscopic 
examination showed it to be primary carcinoma. 
In this case he removed about one-third of the 
urethra, and the woman has gone two years 
without any recurrence of the condition. 

Dr. CLEMENT CLEVELAND, of New York, stated 
that he had had two cases of primary cancer of the 
meatus, on one of which he did a radical operation, 
but the disease returned. In the second case he 
resorted to the use of the actual cautery, and he 
believed this treatment would afford permanent 
relief when surgery was of very little value. Again, 
he had seen such positive and gratifying results 
from the use of radium in the hands of Dr. Abbe, 
of New York, not only in cases of cancer of the 
vagina, but in cancer of the lip, gum, nose, ear, 
etc., that he believed its application to cancer of 
the urethra would be followed by good results. 
He felt positive that if radium was used in such 
cases, we would get as good results in cases of 
cancer of the urethra as we would in those of 
cancer of the lip, the nose, or the ear. 

Dr. J. Rippte Gorre, of New York, asked 
Dr. Peterson whether he used the cautery in the 
removal of these growths. 

Dr. PETERSON replied that he had not. 

Dr. Gorre, resuming, stated that he had had 
one remarkable case of malignant urethral caruncle 
or primary carcinoma of the urethra a number of 
years ago. The woman gave a history of having 
been operated on by Dr. William T. Lusk six 
years previously. Dr. Lusk told her at the time 
she had cancer, that he did not dare remove it, 
but that he would make a button-hole in the urethra 
to save it from irritation, and that this was the best 
he could do for her, according to the story told 
by the woman. For six years the woman was 
comparatively comfortable, in that she had control 
of her urine, but passed it through this button-hole 
in the urethra. At the time she came under the 
observation of the speaker there was a cauliflower 
excrescence protruding from the meatus, which 
was of a bright cherry-red color, exquisitely sensi- 
tive, and the source of constant pain. With the 
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cautery he removed all of the urethra and the sur- 
rounding tissue from the posterior angle of the 
urethra, taking all but one-fourth of the urethra 
at the neck of the bladder. She made a comfort- 
able recovery from this operation, but inside of a 
year the disease returned with the greatest violence, 
involving all the surrounding structures, becoming 
constitutional, and the woman died with great 
suffering about a year after the procedure he had 
instituted. 

Dr. FREDERICK J. TAussiG, of St. Louis, Mis- 
souri, reported a case of carcinoma of the urethra 
that occurred in the practice of Dr. Dorsett and 
himself. The patient was kept under observation 
for a long time. He saw her in 1900, and at that 
time there was a caruncle of the urethra, chronic 
urethritis, a retroverted uterus, and a relaxed 
pelvic floor. He operated on her for the retrover- 
sion and relaxation of the pelvic fluor, but did 
nothing further to the urethra. Three years 
later the patient returned with a history of bloody 
discharge that had existed for three weeks. She 
had been examined two months previously by an 
experienced man, and nothing had been detected so 
far as the urethra was concerned. When he exam- 
ined her he found an infiltrating cancer involving 
the lower part of the urethra. The operation 
consisted of removing the entire urethra to the 
point of its entrance in the bladder, putting a purse- 
string suture around the opening which was left 
in the bladder so as to strengthen the muscular 
tissue there, and then, as a further precaution, 
removing the external inguinal glands on both 
sides, although there was no glandular enlargement 
at the time. Patient made a good recovery from 
the operation. There was slight partial incon- 
tinence. The patient was kept under observation 
for nine months, and then small nodules were 
noticed in the inguinal region and also about the 
internal iliac vessels, the triangle between the 
external and internal iliac vessels. A second 
operation was done, removing these affected 
glands, although difficulty was experienced in 
removing the disease about the iliac vessels on 
account of adhesions. A year and a half after 
the primary operation the patient returned with 
a recurrence in both inguinal regions and higher 
up about the aorta. She was kept at the skin 
cancer hospital for two or three months under 
trypsin treatment, which at that time seemed 
to offer a possible excuse for its use, but with no 
benefit. The patient died, and at the autopsy 
there was absolutely no recurrence at the primary 
site. The tissues about the urethra and bladder 
were absolutely free from carcinoma, and the 
glandular involvement was not merely confined 
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to the lymphatics, but it involved the liver and 
spleen. 

Dr. SetH C. Gorpon, of Portland, Maine, 
reported the case of a woman, seventy years of age, 
who had a growth of the urethra for nearly a year, 
and at the time she came under his care she had 
been treated by caustics for six or eight months. 
The tumor was as large as a walnut and bled on 
the slightest touch. He removed it with three- 
quarters of an inch of the urethra, bringing the 
remainder down and attaching it. This operation 
was done four years ago, and she had had no 
return of the disease. Microscopic examination 
proved the tumor to be a carcinoma. 

Dr. Hiram N. VINEBERG, of New York, had 
a case of primary carcinoma of the urethra some 
years ago which involved the anterior third of the 
urethra. He did a thorough operation, went 
close to the vesical sphincter, and as the result there 
was slight incontinence. Prior to the operation 
she had no symptoms of pain or of hemorrhage. 
Microscopic examination proved the growth to 
be carcinoma. He did a plastic some time after- 
ward and found in trying to build up an arti- 
ficial urethra and bringing the stump of the urethra 
forward this was only partially successful. The 
woman could retain her urine while in bed for 
an hour or so. She was under observation three 
years, and during that time there was no recurrence. 
He had not heard from her since. At that time 
he collected eleven cases from the literature of 
primary carcinoma of the urethra. 

Dr. Henry T. Byrorp, of Chicago, had had 
one such case, and called attention to the fact 
that the disease was not as rare as one would 
judge from the report of the essayist. 

Dr. Francis H. DAVENPORT, of Boston, saw 
a woman who had been under the care of a female 
practitioner, who had tried the injection of serum 
for cancer of the urethra, and with some comfort 
to the patient, but there was not an arrest of the 
disease. When he saw the woman nearly one- 
quarter of the urethra was involved, so that it 
seemed absolutely impossible to remove everything 
radically. Radium was tried for several months, 
but not as thoroughly as it might have been, owing 
to the fact that it could not be applied in the urethra 
itself on account of severe pain, but only externally 
from the vaginal side. Finally the growth became 
so large that there was retention of urine, and a 
suprapubic fistula had to be made, which relieved 
her of the immediate symptoms, but within three 
months after that she died from exhaustion. 

Dr. I. S. Stone, of Washington, D. C., stated 
that next to the report of individual cases, it was 
very essential to know something about how wide 
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to extend the excision, and how far the malignant 
process extended when one began to operate on 
these cases of early manifestation of carcinoma of 
the urethra. All of the cases of cancer in this 
region in his experience had ultimately resulted 
fatally. 

Dr. JosEPpH BRETTAUER, of New York, said 
that repeatedly he had had cases sent to him which 
were diagnosed as carcinoma of the urethra, but 
which turned out to be urethral caruncle on mi- 
roscopic examination, so that at times it was very 
difficult to decide whether the growth was malig- 
nant or not. As a rule, the younger the patient 
the more malignant the growth became. 

Dr. Epwarp L. Dver, of Philadelphia, stated 
that not long ago he did an extensive operation 
for a cancer of the urethra which extended well 
into the end of the vagina. It was very large. It 
was difficult to operate without enlarging the 
opening nearly into the rectum. He removed the 
tumor, sewed up the parts, and the wound healed. 
The disease returned in a short time after the opera- 
tion, and he had the X-ray applied to the external 
parts, and while this afforded temporary relief 
in the course of a few months the disease returned, 
and then radium was tried. At first, he com- 
menced with a weak preparation of radium, which 
seemed to have little or no effect. He then in- 
creased the strength of it a hundred per cent, 
and after this the patient began to improve and had 
continued to do so. Previous to this treatment 
the patient had been confined to bed for nearly 
a year. When she was taken to the country she 
could not walk. She was now living in German- 
town, was able to ride in her carriage, went shop- 
ping, and seemingly was perfectly well so far as 
the last examination showed. 

Dr. MANTON, in closing, said the only point he 
desired to make was as to whether all the cases 
reported were really instances of primary car- 
cinoma of the urethra. There were a great many 
cases of periurethral carcinoma which had been 
mistaken for urethral malignancy, and no doubt 
some of them belonged to this class. 


BILATERAL TUBAL PREGNANCY; 
DEVELOPMENT 

Dr. PALMER FINDLEY, of Omaha, Nebraska, 

presented a paper upon this subject which appears 


in this issue. (See p. 28.) 


A SUCCESSFUL REIMPLANTATION OF A PELVIC 
KIDNEY IN THE FEMALE; WITH REMARKS ON 
THE SURGICAL TREATMENT OF KIDNEY MISPLACE- 
MENTS IN THE TRUE PELVIS 
Dr. DouGAaL BisseLL, New York, read a paper 

with this title, which appears on page 66. 


COINCIDENT 








CAUSE AND PREVENTION OF POST- 
OPERATIVE CYSTITIS 

Dr. JosepH TABER JOHNSON, of Washington, 
D. C., said that cystitis occurred in women more 
frequently after abdominal than other operations, 
where there were confined the evil influences of 
both traumatism and bacterial infection. Block 
found it to follow about ten per cent of the cases 
he observed. The traumatism consisted chiefly 
in the injuries inflicted on the bladder during the 
performance of radical uterine cancer operations, or 
in supravaginal and panhysterectomies, where the 
bladder was peeled off from the anterior surface 
of the uterus, and in cystocele, as described by Drs. 
Stone and Goffe. He had found the bladder to 
resent the pressure of gauze packing placed in the 
abdomen to arrest hemorrhage, or to aid drainage 
from above through an artificial opening into the 
vagina. The overdistension of the bladder by 
retained normal urine, caused by the use of opium 
to allay post-operative pain, would lessen its 
resistance against infection from a less number 
or less violent germs than as if no such trauma 
existed. The unskillful use of the catheter by 
untrained or careless nurses, overworked hospital 
internes, or even by the operator himself supplied 
both the trauma and infection by haste and neglect 
of the gentle and aseptic use of this little instrument. 

The main point in the treatment of these distress- 
ing cases was their prevention. Investigation 
showed that germs were found to be more numerous 
and virulent in the genital tract and urethra of 
patients confined to bed than in ambulatory cases, 
suggesting that greater care was necessary to pre- 
vent infection of the bladder by the continued 
rather than by the early use of the catheter. 

More active and continuous treatment should be 
instituted not only to bring about an early cure 
of post-operative cystitis, but to prevent its transi- 
tion from an acute to a chronic condition. 


THE CHIEF 


DISCUSSION 

Dr. Henry T. Byrorp, of Chicago, stated 
that at the Woman’s Hospital, Chicago, in the 
earlier days, women were catheterized before 
operation because of the fear of a distended 
bladder. As the result cystitis developed occa- 
sionally. This practice was stopped. He did 
not know whether it was the general custom or not 
among practitioners, but he induced his patients 
to pass urine before operation, if possible, and 
there were very few who could not do this. By so 
doing the danger of cystitis after operation from 
the use of the catheter was largely eliminated. 
Some nurses in using the catheter allowed the labia 
minora to drop over the urethra. In this way 
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germs were deposited on the end of the urethra, 
and were carried in with the catheter. The nurse 
should irrigate the urethra so that it was clean, 
and then great care should be taken to prevent 
anything from being carried into the urethra and 
bladder with the catheter. 

Dr. C. C. FREDERICK, of Buffalo, New York, 
said that in order to prevent chronic cystitis, 
chronic trigonitis, it was necessary to abstain 
from the use of the catheter, if possible, but if 
catheterization had to be resorted to, it should be 
done under the most favorable conditions, and 
every precaution taken to prevent infection of the 
bladder. 

Dr. PHILANDER A. Harris, of Paterson, New 
Jersey, said that in taking the history one should 
be exceedingly careful to have a record of the 
patient as to whether she had pain in passing 
water or a history of cystitis prior to operation. 
An important point was to require every patient 
admitted to the hospital for the purpose of under- 
going an operation to urinate in the dorsal position. 

Dr. FREDERICK J. TAussic, of St. Louis, Mis- 
souri, said that if we could get patients to void 
urine spontaneously, we would eliminate very 
largely post-operative cystitis. A few cases of 
so-called spontaneous infection, or infection from 
surrounding infected tissues had been reported, 
but these were questionable. 

Dr. EDWARD: REYNOLDS, of Boston, said that 
infection of the bladder did not come so much from 
the introduction of the point of the catheter into 
the urethra as it did from the fact that in the sub- 
sequent passage of the instrument the nurse 
allowed the labia to fall against the catheter and 
foreign material was carried into the bladder in 
that way. 

Dr. J. M. Batpy, of Philadelphia, said that if 
nurses were taught how to use the catheter properly, 
and not allow the labia and vulve to come together 
from the time they had disinfected the parts, the 
number of cases of cystitis would be greatly reduced. 


IMPROVED OPERATION FOR EXTREME 
PROCIDENTIA AND CYSTOCELE 
Dr. J. RrippLe Gorre, of New York, said that 
procidentia and cystocele were the results of three 
lesions: first, a descent or relaxation of the supports 
above; second, laceration of the perineum to the 
second degree; and third, stretching and tearing 
of the fascia at the base of the bladder, producing 
a hernia. The support below was only indirect 
and of secondary importance. The true principle 
of support was that of suspension, and in order to 
secure a permanent result after operation the 
organs must be suspended or hung from above. 


CASES OF 


The broad ligaments, including the round liga- 
ments, and the fascia lata were the proper tissues 
to utilize for this support.. As a rule, these 
conditions obtained in patients at or beyond the 
menopause. In child-bearing women, especially 
if they desired children, the uterus should be carried 
into normal position and retained there by shorten- 
ing the uterosacral and round ligaments. The 
bladder was then freed from all its attachments 
to the vagina and lateral structures and carried up 
and spread out over the face of the uterus and 
broad ligaments. The vaginal sheath and wall 
were then cut away in the median line sufficiently 
to bring it up snug against the base of the bladder 
when stitched from side to side. If the perineum 
was torn to the second degree and a rectocele 
was present, the floor of the pelvis was restored. 
In patients at or beyond the menopause, the 
round ligaments at their upper borders were then 
stitched together across the pelvis from side to 
side, from the round ligaments down to the cardinal 
ligaments, thus turning the raw edges of the broad 
ligaments posteriorly. Upon this plane of tissues 
thus constructed, the bladder was then spread out 
and stitched in such a way as to carry the bladder 
high in the pelvis, thus restoring the base of the 
bladder as it was originally to a comparatively 
immobile foundation, and restoring the hinges and 
the cornua of the bladder as so graphically de- 
scribed by Dr. Kelly. The upper end of the vagina 
was also stitched to the broad ligament, bringing 
it up taut against the base of the bladder, the 
fascia lata was cut away and stitched as previously 
described, and the perineum repaired. To ac- 
complish this work it was necessary at the beginning 
of the operation to make a longitudinal incision 
in the vagina along its anterior wall throughout its 
entire length and dissect the bladder freely from 
all its attachments. The results of this work 
were most satisfactory in every particular, and 
were likewise permanent. 


DISCUSSION 

Dr. CHARLES JEWETT, of Brooklyn, New York, 
said that he had had the privilege and pleasure of 
watching Dr. Goffe do this work, and his technique 
was the most complete and perfect of any he knew. 
He had been especially gratified to observe that 
he concluded the operation by securely building 
up the perineal buttress beneath the bladder. 

Dr. I. S. Stone, of Washington, D. C., said 
this method or a slight modification of it had given 
him the utmost satisfaction. He had no knowledge 
of any case of cystocele or prolapse having recurred 
if this work had been properly done. He did not 
mean to say that his work was better than others, 
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but the possibilities of this operation were so thor- 
oughly good that if any surgeon would try it, 
he would be rewarded by perfect success. 

Dr. Henry T. Byrorp, of Chicago, described 
a modified operation which he did in these cases. 

Dr. SetH C. Gorpon, of Portland, Maine, 
said he was satisfied all of the work the profession 
had been doing heretofore in their efforts to fix 
the uterus, after complete procidentia, had been 
of very little avail. The uterus gave way after 
awhile. Of late he had been removing the uterus 
in every case and stitching up remnants of the 
vagina to the broad ligaments, and fixing it as 
well as possible, and he believed they opened a new 
line of work in that direction when they began by 
removing the uterus. 

Dr. CLEMENT CLEVELAND, of New York, said 
he had followed the operation described by Dr. 
Goffe for some years. In his hands it had suc- 
ceeded in the great majority of cases. He had 
done it over thirty times, and he could recall no 
case in which it had not been a success. 

Dr. C. C. FREDERICK, of Buffalo, New York, 
said he had been doing this operation for the last 
four or five years, and he had taken the position 
that in cases of advanced procidentia the removal 
of the uterus as a part of the operation was the 
sine qua non to success. He had done from 
seventy-five to eighty of these operations for 
procidentia, and had invariably used catgut for 
suture material and had not had any ill results 
from it. 

Dr. J. M. Batpy, of Philadelphia, said this 
operation was so extensive in its denudative qual- 
ities and so dangerous in its possible results as to 
be absolutely unwarranted as a simple cystocele 
operation. There were other operations while 
possibly not absolutely guaranteeing perfect results 
yet were so satisfactory as to be recommended 
to any une familiar with gynecological technique, 
and he preferred these simpler procedures. 

Dr. LeRoy Broun, of New York, said he had 
seen Dr. Goffe do this operation often. He had 
done it himself, and he had had the privilege of 
seeing one of his cases upon whom he had operated, 
and a more ideally perfect result he had never seen. 
The uterus was in excellent position. 

Dr. GEORGE GRAY WARD, JR., of New York, 
said Dr. Goffe taught him this operation five or 
six years ago, since which time he had done it in 
several instances, and he could only bear out what 
Dr. Broun had said, that the results spoke for 
themselves. He had not seen a failure from the 
operation where it had been properly done. The 
patient was satisfied, and that was the best part 
of the game after all. 


INTRAMURAL SEQUESTRATION AND FIXATION OF 
THE CORPUS AND FUNDUS UTERI FOR THE 
CURE OF PROCIDENTIA UTERI EXISTING IN 
WOMEN WITH WHOM FURTHER PREGNANCY 
WAS NOT POSSIBLE 

Dr. PHILANDER A. Harris, of Paterson, New 
Jersey, said he had subjected six women to a 
possibly novel procedure for the cure of procidentia 
uteri, and since these operations had been followed 
by most gratifying results, he wished to describe 
the operation for whatever value it might possess 
for others. The following is the author’s descrip- 
tion of the operation: ‘Cut a median line ab- 
dominal incision from one inch beneath the 
umbilicus for three or four inches, and deliver 
there through the corpus and fundus uteri. While 
an assistant grasps and draws the uterus well out 
of the incision, the cut edges of the parietal peri- 
toneum are sewn to and around the uterus at the 
junction of the cervix with its corpus. This 
sewing crosses the broad ligament at either side 
about two inches away from the fundus uteri. 
After thus attaching the opposing cut edges of 
the peritoneum to the uterus and the broad liga- 
ments, the suturing is carried upward to the top 
of the incision, thus closing the peritoneal cavity 
with the corpus and fundus still held in the grasp 
of the assistant, and, of course, outside of the 
peritoneal cavity. While the assistant continues 
to hold the uterus outside of the incision, an 
iodoformed five-sixteenth inch gauze and rubber 
tissue drain is placed on top of the muscle and 
beneath the fascia to a point two or three inches 
to one side of the incision, at which point it is 
made to emerge from a small stab wound. The 
tapering tail of this drain is placed in the wound 
between the peritoneum and fascia. The an- 
terior surface of the corpus and fundus uteri is 
next denuded with a knife, after which the fundus 
is seized with a hook and volsella, with which it 
is dragged upward as far as possible toward the 
umbilicus, and made to nestle in the incision an- 
terior to the peritoneum and between the recti 
muscles. The fascia is next sewn from the um- 
bilicus downward with running stitches of chrom- 
icized catgut. Wherever the corpus and fundus 
uteri are in contact with the fascia as it is being 
closed, the stitches are made to include sufficient 
musculature of the uterus to fix it in its sequestered 
position. The sewing of the skin with a running 
catgut suture completes the operation unless the 
patient is obese, in which case a small drain is 
placed between the fascia and the skin and made 
to emerge from a stab wound two inches or more 
to one side of theincision. The application of the 
usual gauze dressing and adhesive straps com- 











AMERICAN 


pletes the operation. The drainage tubes are partly 
withdrawn in two or three days, but generally not 
removed until ten days or more after operation.” 

No one should perform the operation of intra- 
mural sequestration upon any woman with whom 
pregnancy was no longer possible, but since they 
were often asked to relieve patients from the symp- 
toms produced by procidentia uteri after the meno- 
pause, it would be realized that there were very 
many cases for whom this operation might be rec- 
ommended if, on further trial, it was found to 
possess a special value which he was inclined to 
attach to it. 


GALL-STONES DURING PREGNANCY 
PUERPERIUM 
Dr. REUBEN PETERSON, of Ann Arbor, Mich- 
igan, read a paper on this subject, which appears 
in this journal. (See p. 1.) 


AND THE 


DISCUSSION 


Dr. W. FRANcIs WAKEFIELD, of San Fran- 
cisco, believed a very large percentage of women 
had gall-stones, and in carefully studying the 
histories of cases a large percentage of the women 
could trace the beginning of the symptoms to 
pregnancy. The gall-bladder should be examined 
every time the abdomen was opened, and every 
time gall-stones were found in the gall-bladder 
they should be removed at the time. He thought 
it was a great mistake to operate on gall-stones 
during pregnancy if it could be avoided. 

Dr. PHILANDER A. Harris, of Paterson, New 
Jersey, said that if a patient had gall-stones, he 
did not think the decision to operate should rest 
upon the mere fact as to whether the patient was 
pregnant or not. The decision to operate should 
be governed by other conditions, no matter whether 
gall-stones occurred in connection with pregnancy 
or not. 

Dr. A. LAPTHORN SmirH, of Montreal, ques- 
tioned whether it would be a good thing to operate 
on a woman for gall-stones who was six months 
advanced in pregnancy. The pregnant woman 
should be carried along with morphia and other 
treatment until she had been delivered of her 
child, and then operated on for the removal of the 
gall-stones. 

Dr. W. Gitt Wvy1tE, of New York, had been 
watching the gall-bladder whenever he opened the 
abdomen through an incision large enough to 
introduce his hand, and he had found that the 
percentage of gall-stones was very much greater 
than he had suspected. 

Dr. Hiram N. VINEBERG, of New York, stated 
that a few years ago he was called in consultation 
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to see a case of supposed puerperal sepsis. The 
woman had been delivered ten days previously. 
She was very ill; had a temperature of 104-5°, 
pulse 120, and complained of pain on the right side 
in the lower part of the abdomen. She had given 
no history of gall-stone attacks prior to that. He 
examined her carefully and found a distended 
gall-bladder, and made a diagnosis of cholecystitis. 
At the operation the gall-bladder was found full 
of gall-stones, with mucopurulent fluid in the 
gall-bladder. The woman made a good recovery. 

Dr. Henry T. Byrorp, of Chicago, said that 
undoubtedly a great many women had gall-stones, 
and perhaps in most of the cases, instead of the gall- 
stones originating from pregnancy, they were old 
instances of people who had been known to have 
had indigestion, and whose cases had not been 
diagnosed. Many of these women had had gall- 
stones for a long time, and pregnancy was merely 
the cause of the first recognizable symptoms of 
gall-stone trouble. 

Dr. Joun F. THompson, of Portland, Maine, 
reported the case of a woman, three or four months 
pregnant, upon whom he operated and found a 
perforation of the gall-bladder with stones and pus 
and some bile, which fortunately were shut off 
by folds of omentum. The operation was not 
complicated. The patient had no interference 
with pregnancy, and was now three more months 
advanced. 

Dr. GARRY Houcn, of New Bedford, Mass., had 
operated on two cases of gall-stones complicating 
pregnancy. One was a woman, twenty-three 
years of age, and was two months pregnant. 
She had stones in the gall-bladder and in the duct. 
She also had chronic pancreatitis. Drainage and 
removal of the stones resulted in a cure, and about 
one month after the operation she was delivered 
of a three months’ foetus. The other woman was 
five months pregnant, who had acute cholecystitis 
with gall-stones in the gall-bladder. The gall- 
stones were removed from the gall-bladder, and 
drainage established, followed by a prompt re- 
covery. The woman went on to full term. 

Dr. Ricwarp C. Norris, of Philadelphia, said 
that operations on gall-stones during pregnancy 
should be determined by the character of the cases. 
If the case was an aggravated one, the woman 
should be relieved of the gall-stones independent 
of her pregnancy, but if it was a case where one 
could tide the patient over until labor had been 
completed, it was better to do so. 


ANASTOMOTIC REPAIR OF THE URETER 


Dr. Matcotm McLean, of New York, said 
that cases might occur where end to end an- 
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astomosis was desirable and preferable to implanta- 
tion into a slit wound. He described a method 
which offered a means of securing anastomosis, 
and, at the same time, providing for the safe 
conduct of the urine past the point of repair during 
the first critical hours after the operation. 


PRESIDENT’S ADDRESS: AMERICAN GYNECOLOGY 


The President, Dr. Epwarp P. Davis, of 
Philadelphia, said that American gynecology had 
its origin in the crude obstetric practice of fifty 
years ago. The necessity for repairing the in- 
juries of labor developed the genius of Sims and 
Emmet, and American ingenuity added a new 
branch to surgical science. As obstetric surgery 
had developed and asepsis was introduced, gyne- 
cology had become more and more abdominal 
surgery. This had been the case not only because 
better obstetrics had lessened the injuries of labor, 
but because women had those abdominal lesions 
most easily recognized and most frequently occur- 
ring. At present the modern gynecologist operated 
upon men and women alike, the surgeon in turn 
performing many operations on women. To- 
day the tendency of development in gynecology 
lay in the study of the normal relations of the 
abdominal and pelvic viscera, the determination 
of the dynamics of the abdomen and pelvis, and the 
recognition of those causes which produced ab- 
dominal and pelvic ptoses. The repair of lacera- 
tions of the genital tract did not suffice to cure 
these cases. The pelvic viscera must be brought 
into such relation with the abdomen and its contents 
that the dynamics of the abdomen shall maintain 
health for the individual, and not disease. That 
this subject was to-day of primary importance was 
shown in the fact that this Society and the American 
Surgical Association were about to engage in a 
joint discussion of this problem. 

Modern surgery having conquered the world of 
technique, it was now seeking other fields of con- 
quest. The operation for cancer seemed to have 
reached its anatomical limitations, but the cause of 
cancer remained unknown. Gynecology to-day 
was especially charged with the task of studying the 
cause and the mode of malignant disease, so that 
operation might be wisely chosen and performed. 

In no branch of medicine had so great an advance 
been made in recent years as in obstetrics. Path- 


ological chemistry had thrown new light upon 
toxemia and eclampsia and lessened the frequency 
and mortality of these grave complications of 
parturition. 

Obstetrics’offered abundant work for the future. 
Toxemia and eclampsia were but partly under- 
stood. 


It was still not proven that vaginal de- 
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livery, after opening the pelvic girdle, was not 
accompanied by such injuries that abdominal 
delivery was not better, and even in the repair of 
lacerations the final word had not yet been spoken. 
It was still an open question whether in puerperal 
sepsis we could do more than feed and stimulate 
the patient. 

Gynecology was an American science, of which 
Americans might feel proud. Let us see to it that 
it served faithfully the land of its birth. 


THE USE OF THE UTERINE STEM 

Dr. Francis H. DAVENPORT, of Boston, said 
that twenty years’ employment of the stem had 
convinced him of its efficacy and safety. The 
principal use was in dysmenorrhcea of a particular 
type, which was characterized by severe pain 
coming on with, or soon after, the appearance of 
the flow, and rarely lasting more than twenty-four 
hours. The pathological condition in these cases 
was generally as follows: a rather small, usually 
anteflexed uterus, a relative stenosis of the in- 
ternal os, a tendency to the formation of connective 
tissue at this point, and exquisite sensitiveness to 
the passage of the probe. The attempt of the 
uterus to get rid of the menstrual blood past an 
extremely sensitive, somewhat narrow os, gave 
rise to pain until the general relaxation of the tissue 
which accompanied menstruation had taken place, 
which was usually within twenty-four hours. A 
solid, hard rubber stem was sewn into the uterus 
and allowed to remain from four to six weeks, 
usually with complete relief of the dysmenorrhea. 
The stem was also useful in some cases of sterility 
and amenorrhcea from lack of development. 


FIBROID TUMOR COMPLICATING PREGNANCY 
RENDERING NATURAL LABOR IMPOSSIBLE 
Dr. B. F. Barr, Philadelphia, said that early 
in his medical career it was his fortune to see two 
cases of pregnancy complicated with fibroid tumor, 
in one of which rupture of the uterus occurred 
during labor, followed by death of both the mother 
and child. In the other case death resulted from 
septic peritonitis in consequence of injury to the 
soft parts following instrumentation for dystocia 
caused by complicating fibroid. The child had 
perished during the labor. The first case was 
attended by a midwife. To the other he was 
related as an assistant. This dreadful experience 
impressed upon him the fact that pregnancy com- 
plicated with fibroid tumor was a most serious 
condition, and investigation of the literature soou 
convinced him that he had only witnessed a 
disaster that was not uncommon in the period 
that had passed. 


AND 
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After reviewing the literature, Dr. Baer reported 
six cases. The first was one of multiple fibroid 
tumor of the uterus complicating pregnancy, with 
hemorrhage and miscarriage; myomectomy and 
odpherectomy; recovery. The second was one 
in which he resorted to supravaginal hysterectomy 
for a fibroid tumor complicating pregnancy and 
rendering labor impossible; recovery. The third 
was one of fibroid tumor complicating pregnancy, 
hemorrhage and miscarriage,in which supravaginal 
hysterectomy was done; recovery. The fourth one 
was a fibroid tumor in the posterior wall of the 
uterus complicating pregnancy. Pelvic incarcer- 
tion rendered the continuance of pregnancy 
dangerous and labor impossible, and supravaginal 
hysterectomy was done at the fifth month, followed 
by recovery. The fifth was one in which pregnancy 
was complicated with fibroid and ovarian tumor. 
Supravaginal hysterectomy was done, followed by 
recovery. The sixth case was a pregnancy com- 
plicated with fibroid tumor in the lower zone and 
broad ligament, blocking the pelvis and rendering 
natural labor impossible. Abdominal _hyster- 
ectory was done at the seventh month, with 
recovery. 

The cases cited showed the great importance of 
operatir g on cases in which the tumors caused such 
obstruction as to interfere with the natural delivery 
of the child. 

DISCUSSION 

Dr. W. GILL WYLIE, of New York, said that 
if the fibroid tumor was so large as to interfere 
with the delivery of the child, it should be removed ; 
but if nothing disturbed the woman’s health, so 
far as the fibroid was concerned in the way of 
hemorrhage, and the tumor or tumors were situated 
above the os internum, undoubtedly the woman 
could be delivered of a healthy child in the natural 
way. 

Dr. Hiram N. VINEBERG, New York, said 
that he had seen five or six cases in which pregnancy 
was complicated by fibroid tumors. It was rare 
that we were called upon to operate on these women 
during pregnancy, for the majority of them would 
deliver themselves normally. 

Dr. Matcotm McLEAn, New York, said that 
not infrequently fibroid tumors took on a retrograde 
movement in pregnancy as the result of that 
condition. He had seen two such cases in which 
the tumors almost entirely disappeared after 
delivery. 

Dr. SETH C. Gorpon, Portland, Maine, said 
that where a woman had a fibroid tumor that was 
troubling her, she had better have hysterectomy 
performed. 

Dr. REUBEN PETERSON, Ann Arbor, Michigan, 
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had seen three cases of fibroid tumors complicating 
pregnancy in the last year. While we should 
always deal with these cases conservatively and 
give every chance to the women, we should still 
remember that the foetus should have a chance, and 
if the pregnant woman could go on without 
jeopardizing her life without an operation she 
should have that privilege. 

Dr. Epwin B. Cracin, New York, said that 
within the last three monthshe had done a Cesarean 
section in a case of fibroid tumor obstructing the 
canal complicating pregnancy. On the other hand, 
they had had a large number of cases at the Sloane 
Maternity which had given no trouble. 

Dr. I. S. Stone, Washington, D. C., did not 
believe in the disappearance of fibroids unless 
degeneration took place, or unless necrosis occurred 
and a submucous abscess formed and discharged. 
A fibroid might disappear in that way or by twisting 
of the pedicle, getting separated from the uterus 
and disappearing. 

Dr. CHARLES M. GREEN, Boston, said that in 
one case he found the pelvis of a woman filled with 
a large fibroid tumor. During transmission to the 
hospital the fibroid ascended out of the pelvis, and 
when he saw the woman and could reach the os he 
found a breech presentation. They gave her 
further time, the fibroid ascended out of the way, 
and the woman was delivered of a living child, 
and made a normal convalescence. 

Dr. EpwarD REYNOLDs, Boston, said that two 
or three years ago he saw a young woman who was 
pregnant with a fibroid in her uterus. She mis- 
carried. He determined the position of the fibroid 
with fingers inside the uterus and the hand outside. 
He operated on her for other causes about a year 
ago, and found at the site of the fibroid no tumor 
whatever, but a white, comparatively bloodless 
area in the uterine wall, which evidently repre- 
sented complete disappearance of the fibroid. 

Dr. Wittis E. Forp, Utica, New York, al- 
luded to the influence which pregnancy had upon 
a fibroid tumor, and recalled the case of a girl 
whom he saw before her marriage with an intra- 
mural fibroid which reached half way up to the 
umbilicus. He was called to see her after her 
marriage, at which time she was pregnant at the 
fifth month. This was fourteea years ago. He 
had made arrangements to do a Porro operation. 
Fortunately nothing happened. She was delivered 
in the normal way, and had a boy now thirteen 
years of age. The other day he examined her 
and found that the fibroid tumor had entirely 
disappeared. 

Dr. RicHarpD C. Norris, Philadelphia, had 
seen tumors situated in the lower segment of the 
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uterus retract themselves, being drawn out of the 
way by the action of the longitudinal fibers, and 
disappear when he was about ready to do a 
Cesarean section, and the woman be delivered 
spontaneously. 

Dr. GEORGE TUCKER Harrison, New York, 
said that in negro women myomata were much 
more common than in women of the white race. The 
position of a myoma was not a bar to conception, 
and the proof of this was found amongst the negro 
race. 


SURGERY OF THE UPPER PELVIC FLOOR BY DI- 
RECT SUPRAPUBIC APPROACH 
Dr. WitttAM M. Pork, of New York, con- 
tributed a paper on this subject, which will appear 
in this journal. 


EXTRAUTERINE PREGNANCY OF ELEVEN MONTHS 


Dr. E. C. Dup.ey, of Chicago, said that this 
specimen was the product of ectopic pregnancy 
removed July 20, 1909, two months after term. 
The mass was posterior and to the left of the 
utetus. The incision was made in the median 
line. The tumor was almost universally fixed by 
adhesions or by continuity of development. The 
adhesions were intestinal, uterine, parietal, omental, 
and they existed between the mass and all the 
adjacent structures, especially to the anterior 
abdominal wall and the sigmoid flexure. The 
mass, about eleven inches in diameter, was care- 
fully separated from its adhesions and shelled out 
unruptured. The resulting raw surfaces were 
equal approximately to a surface not less than 
twelve inches square. An incision was made 
back of the uterus into the posterior vaginal-fornix, 
and through this incision a continuous gauze 
drain was introduced from above downward into 
the vagina. The upper part of this drain consisted 
of gauze packing sufficient to fill the field of opera- 
tion and to prevent oozing. This packing was 
then covered in by stitching together the peritoneal 
surfaces above it in such a way as to cut off com- 
pletely the field of operation from the remaining 
portion of the abdominal cavity, and to cover all 
with normal peritoneum. The abdominal wound 
was closed without drain and healed promptly. 


DISCUSSION 

Dr. Epwin B. Cracin, of New York, had 
operated on four cases of ectopic gestation at full 
term. ‘Two of the women were delivered of living 
children at the operation. .In one of the four cases 
he was able to ligate the vessels supplying it and to 
enucleate the sac without rupture, but was obliged 
to take the uterus with it. All the patients re- 
covered, but in only one case was he enabled to 


follow anything like the procedure of complete 
enucleation. 

Dr. E. E. Montcomery, of Philadelphia, said 
that fifteen years ago he operated upon a woman 
who was fifteen months pregnant. The uterus 
was in frontofthesac. After opening the abdomen 
it was found that the small intestines were so 
intimately related to the sac that it was impossible 
to attempt its removal. The foetus was removed, 
and a communication was established between the 
sac and the abdominal wall, and packed with 
iodoform gauze. Patient recovered. 

Dr. Herman J. Bowpt, of New York, had had 
four cases of ectopic pregnancy at or near term, 
and in only one was it possible to remove the sac 
without rupture. He lost one of the four cases. 

Dr. A. LApTHORN SmitTH, of Montreal, had 
had two cases of tubal pregnancy at term. One of 
the women refused operation and was alive. In 
the other he removed the child, and when he 
attempted to enucleate the sac the hemorrhage was 
so profuse that he stopped and closed her up. 
The woman died in eight days from exhaustion. 

Dr. E. W. CusHinc, of Boston, had had one 
of these cases many years ago in which he waited 
until the child died. It seemed to him a safer thing 
to wait a month, which he did, and then opened 
the abdomen. The sac was thin. The child was 
found loose in the abdominal cavity, was removed, 
and the woman recovered. 

Dr. O. B. MItter, of Washington, D. C., had 
a case of ectopic gestation about five years ago on 
which he operated, delivering a living child at term. 
The whole sac with the placenta was removed, 
and the woman recovered. The child died of 
hemorrhage following ligation of the cord by the 
nurse, to whom the baby was turned over at the 
time of the operation. 

Dr. JosepH TABER JOHNSON, of Washington, 
D C., recalled a case of ectopic gestation which he 
had about ten years ago. The woman was sup- 
posed by those who saw her before he did to be 
twelve months pregnant. The nature of the case 
was not clearly understood, and at the operation 
doubt was expressed as to whether she was preg- 
nant or not, but there was a large tumor at the 
side of the uterus, which was enucleated without 
breaking the sac. On opening the sac it was found 
to contain a full grown foetus,weighing nine pounds. 
The abdomen was closed without drainage. The 
patient recovered. 


REPORT ON VACCINE THERAPY IN GYNECOLOGY 
AND OBSTETRICS 

Dr. J. WaitripGe Wiitrams, of Baltimore; 

Dr. Epwin B. Cractin, of New York, and Dr. 
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FRANKLIN S. NEWELL, of Boston, comprised the 
committee that made this report. (See p. 12.) 
THE USE OF VACCINES IN SEPTIC AND INFLAM- 
MATORY CONDITIONS 

Dr. E. W. CusHino, of Boston, said the classes 
of cases most common in abdominal surgery and 
obstetrics in which vaccines were useful were 
puerperal infections, appendicitis, abdominal ope- 
rations, infections of the bladder and kidney, 
post-operative pneumonia, and _ post-operative 
fistula. Since January, 1907, he had records 
of something over fifty cases of the use of vaccines 
in cases on which he had operated or treated himself 
or had seen and watched in consultation. Nearly 
all of these cases were infected before he saw them, 
and this was true of all puerperal cases. The rest 
of the cases (some 700 or more) on which he had 
operated during that time had required no vaccines 
as the forces of nature were sufficient to insure 
recovery. Vaccines, nearly always autogenous, 
were used in fifty-three cases of infections from 
various types of organisms. It was only by con- 
tinuous and careful observation of cases, by 
noting the fall in temperature, the amelioration 
of symptoms, the acceleration of recovery following 
the use of the vaccines that an appreciation of 
their value could be formed. In watching these 
cases he had been thoroughly convinced that in 
some of them lives were saved, and'in most of the 
others convalescence was promoted and shortened 
by the use of the vaccines, which in nearly all cases 
were autogenous, that is, derived from the patients 
on whom they were used. All of the puerperal 
cases and all but two of the others were infected 
before he saw them. Of the eight puerperal 
cases, one which terminated fatally was moribund 
when first seen. Of the seven which recovered, at 
least three were apparently likely to die, and he 
believed that without vaccines they would not 
have recovered. In two laparotomies very grave 
symptoms on the second day disappeared at once 
on the administration of mixed streptococcus and 
colon stock vaccines. Two cases of myomectomy 
died in spite of vaccines, one with a staphylococcus, 
and one with a streptococcus infection. There were 
also two fatal cases of appendectomy in the pres- 
ence of general peritonitis; one fatal case of strep- 
tococcus phlegmon of the deep tissues of the neck, 
with septic pneumonia; one fatal case of chronic 
pyemia with pneumonia. It was thus clear that 
in vaccines we have no panacea, no cure all, but 
merely a valuable addition to our therapeutic 
resources. On the other hand, in none of these 
cases which he had watched, and in no others of 
which he had any knowledge, had any bad symp- 


toms followed the use of vaccines, nor had any 
harm been done to the patient by their administra- 
tion. 

The results of his experience were summed up as 
follows: Vaccines were useful in all cases of 
infection. They were indispensable in cases in 
which the natural forces failed to overcome the 
infection. They would turn the prognosis from 
bad to good in many doubtful cases. They would 
not work miracles nor render unnecessary the use 
of other approved methods of treatment, and the 
application of general surgical principles. In order 
to obtain good results skilled knowledge and 
zeal on the part of hospital assistants and internes 
were requisite. In this respect he had been singu- 
larly fortunate. 


THE SURGICAL TREATMENT OF 
SEPTIC INFECTION 

Dr. E. E. Montcomery, of Philadelphia, read 

a paper on this subject which appears in this 


journal. (See p. 47.) 


PUERPERAL 


WHEN SHALL WE OPERATE IN PUERPERAL SEPSIS? 
Dr. JoHN OsBorN Porak. of Brooklyn, New 

York, read a paper with this title, which appears 

in this journal. (See p. 49.) 

THE SURGICAL TREATMENT OF 

SEPTIC INFECTION 

Dr. Hiram N. VINEBERG, of New York, read 

a paper on this subject which appears in this 

journal. (See p. 30.) 


PUERPERAL 


IS PUBIOTOMY A JUSTIFIABLE OPERATION ? 

Dr. J. Warrripce WiiiiAMs, of Baltimore, 
read a second communication on this subject 
based upon a series of twenty-five successful cases. 
He drew the following conclusions: 

1. In twenty-five pubiotomies performed at the 
Johns Hopkins Hospital there were no maternal, 
but three foetal deaths, only one of which was 
attributable to the operation. 

2. All patients were delivered by forceps or 
version immediately after pubiotomy. There were 
no injuries to the bladder. ‘There were six perineal 
and five deep communicating vaginal tears, 
notwithstanding the fact that twelve of the patients 
were primipare. 

3. The relative infrequency of injury to the soft 
parts was attributed to restricting the operation 
to suitable grades of pelvic contraction, and to the 
employment of Doederlein’s technique, but partic- 
ularly to extensive manual dilatation of the vagina 
and perineum prior to operating. The occurrence 
of such injuries might still further be decreased by 
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making horizontal instead of upward traction 
when delivering the head through the vulva. 

4. The after-treatment was not so onerous as 
was generally stated, and most of the patients 
suffered but little. Immobilization of the pelvis 
was not necessary, a four-inch adhesive strip 
around the trochanters being sufficient. The 
patients usually moved spontaneously in bed 
between the second and fourth days; they got up 
between the 15th and 2oth, and were discharged 
on the 30th day with satisfactory locomotion. 
Healing generally occurred by fibrous union, so 
that there was definite motility between the ends 
of the bone in at least two-thirds of the cases. 

5. The maternal mortality should not exceed 
two per cent, provided the operation was performed 
by competent operators upon uninfected women, 
who had not been exhausted by previous attempts 
at delivery. 

6. It was indicated in contracted pelves, where 
the conjugata vera exceeded 7 cm., and after a test 
of several hours in the second stage of labor has 
shown that the disproportion could not be over- 
come, as well as in certain funnel-shaped pelves. 

7. Prophylactic placing of the saw was indicated 
prior to breech extractions or versions from trans- 
verse presentations when it appeared problematical 
whether the head could pass through the pelvis, 
and the bone sawed through immediately after 
discovering the disproportion. 

8. In multipare with a history of repeated 
difficult labors, or in primipare presenting ex- 
cessive disproportion, pubiotomy was inferior to 
Cesarean section performed at the end of preg- 
nancy or at the onset of labor; otherwise it did 
not enter into competition with it, as the former 
was the operation of choice in borderline pelves 
after the patient had been subjected to the test 
of labor, and at that time, it was many times less 
dangerous than the classical Czsarean section. 

g. In uninfected women it should replace high 
forceps, prophylactic version, the induction of 
premature labor, and craniotomy upon the living 
child. In how far it might compete with supra- 
symphyseal Cesarean section must be shown by 
future observations. 

10. It should not be employed in infected 
patients or after failure to deliver by other means. 
It should be regarded as a primary operation 
whose dangers were infection, deep tears, and 
hemorrhage. 

11. Where the separation between the cut ends 
of the bone did not exceed four to five cm., the 
patients recovered perfectly and were able to walk 
and work as well as previously. 

12. In view of the fact that the bone section usu- 
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ally healed by fibrous union, a certain degree of 
permanent enlargement of the pelvis might follow, 
particularly in the transverse diameter of the 
outlet, and less so in the conjugata vera. Under 
the influence of the hyperzmia incident to a sub- 
sequent pregnancy, this might occasionally become 
markedly exaggerated and be sufficient to permit 
spontaneous labor. Should this not occur, a 
second pubiotomy might be performed; while 
Cesarean section should be limited to those cases 
in which the pelvic contraction was marked and the 
child large. 


FIBROMYOMATA OF THE UTERUS 
Dr. I. S. Stone, of Washington, D. C., read a 
paper on this subject, which is published in this 
journal. (See p. 19.) 


TOTAL ABSENCE OF THE VAGINA AND OF THE 
UTERUS; RIGHT PELVIC KIDNEY; ABSENCE OF 
THE LEFT KIDNEY; THE TUBES AND OVARIES 
ON BOTH SIDES IN THE INGUINAL CANAL 
Dr. Tuomas S. CULLEN, of Baltimore, read a 

paper on this subject, which appears in this journal. 


(See p. 73-) 


THE REPAIR OF INACCESSIBLE VESICO-VAGINAL 


FISTULE FOLLOWING HYSTERECTOMY 
Dr. GEORGE GRAY WarD, Jr., of New York, 
read a paper on this subject, which appears in this 
journal. (See p. 22.) ° 


THE INFLUENCE OF THE TRENDELENBURG 

POSITION ON THE QUANTITY OF URINE EX- 

CRETED DURING AN-ESTHESIA 

Dr. J. WesLeEY BovEg, of Washington, D. C., 
stated that at the meeting of the Society last year 
he presented a report of investigations made in his 
clinic in Columbia Hospital for Women regarding 
the influence on renal activity from anesthesia by 
ether and by chloroform during surgical operations. 
He had not then thoroughly studied the variation 
due to the Trendelenburg position, but. recorded 
his having been greatly impressed by it. Eight 
cases were therein noted as illustrative, and five 
cases had been specially studied. Having recently 
studied eight cases of ether anesthesia and eight of 
chloroform, he offered his report on those observa- 
tions. He believed the results demonstrated that 
almost no urine was received in the bladder while 
the Trendelenburg position was being employed. 
In some of the cases it was noted that following the 
operation no urine was excreted during the hour and 
a quarter subsequent to the end of the operation. In 
each instance, at the end of twenty-four hours, the 
quantity and quality were practically normal. In 
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the chloroform series two patients excreted unusu- 
ally large quantities during the early part of the 
anesthetic, one 144 cc. in thirty-five minutes, and 
the other 168 cc. in thirty-six minutes. These two 
cases extravagantly increased the average amount 
for fifteen minutes to 22 cc., which was greatly in 
excess of the average for the other six cases of the 
- series. 

In the paper of last year he mentioned the 
marked lowering of the rate of urinary flow in the 
Trendelenburg position, estimating it at thirty-two 
per cent. In the series now submitted the decrease 
was for ether fifty-eight per cent and for chloroform 
ninety-three per cent. The decrease in the chloro- 
form series was very much exaggerated, although in 
the six cases of the series in which the flow before 
using the Trendelenburg position was about normal 
the decrease was eighty-two per cent. It might be 
said, therefore, that while the patient was in the 
Trendelenburg position the percentage of decrease 
in the excretion of urine was fifty-eight per cent 
in the ether anesthesia, and eighty-two per cent 
in anesthesia by chloroform. That this great 
decrease was not even in moderate degree due to 
urine being retained in the renal pelvis was clear, 
for the rate of flow subsequent to the changing of 
the patient to the horizontal was not suddenly 
greatly increased, being but slightly increased in 
the ether series, a little more in the chloroform 
series, and not for an hour and a quarter reaching a 
rate in excess of that of the period preceding the 
use of the Trendelenburg position. Nor could 
it be said that the bladder was not satisfactorily 
drained by the catheter, inasmuch as the fluctua- 
tions were always gradual and never sudden except 
when changing to or from the Trendelenburg 
position. 

If it could be concluded that the renal function 
was greatly lessened while the patient was in the 
Trendelenburg position, then the dangers of that 
position were at once appreciated. In renal 
inefficiency, cardiac and arterial lesions, it would 
seem the use of the Trendelenburg position would 
introduce a special element of danger, and this 
more marked when ether was used than when 
chloroform was employed as the anesthetic. 


THE POST-OPERATIVE TREATMENT OF 
SECTION FOR PELVIC DISEASE, 
REFERENCE TO EARLY RISING 
OF ESERINE 
Dr. Brooxs H. WEtts, of New York, said 

it was found that getting the patient out of bed 

early after operation encouraged her, lessened 
nausea, promoted an earlier return of the appetite, 
increased peristalsis, made the use of the catheter 
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seldom necessary, made the bowel movements 
easier, so that there was less necessity for purga- 
tives, improved the respiration, lessened the 
tendency to pulmonary complications, prevented 
loss of muscle tone, and greatly facilitated a rapid 
convalescence. 

The only contraindications were: (1) Shock or 
general weakness, as expressed in a rapid and weak 
heart, so that one might fear catiee failure from 
the upright position. (2) Cases where, with a 
long median incision, there had been much tension 
required in bringing together the fascial edges. 
(3) Cases that developed septic temperature or deep 
wound infections. Of the cases that formed the 
basis of the paper, over one hundred had been 
operated on through a transverse incision, and of 
these none had developed hernia. Two of the 
patients in whom median incisions were made 
developed hernia, but neither patient was allowed 
out of bed early. 


REPORT OF THE COMMITTEE OF THE AMERICAN 
GYNECOLOGICAL SOCIETY ON THE PRESENT 
STATUS OF OBSTETRICAL EDUCATION IN EUROPE 
AND AMERICA 
This committee, consisting of Drs. E. B. 

CRAGIN, J. C. EpGar, C. M. Green, E. P. 
Davis, J. W. Writttams, J. C. WessrTer, and B. 
C. Hirst, Chairman, recommended that the 
teaching of obstetrics should occupy at least two 
years of the medical course, and that those ex- 
pecting to practice obstetrics should be urged to 
avail themselves of elective opportunities. That 
the number of labor cases personally attended by 
each undergraduate student should be at least 
six, under supervision and instructiou. 

The committee recommended all the known 
methods of teaching this branch of instruction, 
namely, didactic lectures, clinical lectures, clinical 
conferences, ward classes and touch courses, 
hospital and out-patient instruction, manikin 
practice in operative obstetrics, and recitations. 
Of the first three methods, the committee recom- 
mended especially clinical lectures and conferences. 
It recommended that ample facilities be afforded to 
make antepartum examinations, including inspec- 
tion, abdominal palpation, pelvimetry, fetometry, 
vaginal examinations, etc. The committee re- 
commended that a two weeks’ hospital residence 
should be required before the out-patient practice. 
It was recommended that as obstetrics at present 
included pregnancy and parturition, their com- 
plications and consequences, and the complete 
recovery of the woman after labor, that obstetric 
instruction should include the medical and surgical 
treatment of these conditions. 
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CESAREAN SECTION FOR IMPASSABLE CONTRAC- 
TION RING 
Dr. Rosert L. Dickinson, of Brooklyn, New 
York, contributed a paper on this subject, which 
will be published in this journal. 


OFFICERS 


The following officers were elected for the 
ensuing year: President, Dr. Reuben Peterson, 
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Ann Arbor, Michigan; Vice-Presidents, Dr. John 
F. Thompson, Portland, Maine; Dr. John G. 
Clark, Philadelphia, Pa.; Treasurer, Dr. J. 
Wesley Bovée, Washington, D. C., re-elected; 
Secretary, Dr. Leroy Broun, New York, re- 
elected. 

Atlantic City, New Jersey, was selected as the 
place for holding the next meeting. 





WHAT ARE THE END RESULTS OF SURGERY OR SURGICAL OPERATIONS FOR 
THE RELIEF OF NEURASTHENIC CONDITIONS ASSOCIATED WITH THE 


VARIOUS VISCERAL PTOSES? 


TO WHAT EXTENT DO THEY 


IMPROVE THE NEURASTHENIC STATE ITSELF?! 


The American Gynecological Society and the 
American Surgical Association devoted one entire 
joint session to the discussion of this subject. 

The subject was discussed by Drs. Edward 
Reynolds, Boston; Joseph A. Blake, New York; 
Maurice H. Richardson, Boston; Richard R. 
Smith, Grand Rapids, Michigan; Lewis S. 
McMurtry, Louisville, Ky.; William M. Polk, 
New York; A. J. Ochsner, Chicago; Howard A. 
Kelly, Baltimore; Willis G. MacDonald, Albany ; 
John K. Mitchell, Philadelphia; and William J. 
Mayo, Rochester, Minn. 

The etiology of ptoses and their relation to 
neurasthenia was discussed. It was shown that 
satisfactory end results depended upon a successful 
initial study of the causation of the individual 
ptosis, and of its consequent relation to the neu- 
rasthenia. Thetechnique was a subordinate mat- 
ter. Ptosis was never a primary affection, but was 
always secondary to some other condition. The 
causes of ptosis were (a) local anatomical or de- 
velopmental anomalies, and (b) general systemic 
mechanical conditions. The local causes of ptosis 
of pelvic viscera were inflammatory lesions, trauma, 
high rectovaginal septum, persistent ileolumbar 
ligament, and anteflexion of the cervix. Opera- 
tions should be adapted to these causes. The 
general predisposing causes of all ptoses were 
general muscular relaxation and static abnor- 
malities, such as the round-shouldered, hollow- 
backed position, the pendulous abdomen, the over- 
feminine figure, and the habitual use of bad corsets. 
All these static variations were characterized by 
a forward displacement of the center of gravity. 
The mechanics of adjustment of posture were 
comprised in the use of therapeutic shoes and 
corsets. Mechanical therapeutics was always 
necessary in static cases. Ptosis was sometimes the 


result of neurasthenia, sometimes its cause. The 
main guide was the relative chronological sequence 
of local and general symptoms. It was important 
to avoid operation in neurasthenics unless complete 
relief of the local symptoms could be expected. 
Patients suffering from visceral ptosis and neu- 
rasthenia should be divided into two classes, first, 
those in which ptosis of the organ or organs con- 
tributed to the neurasthenic state simply by the ef- 
fect produced on the organs themselves. In this 
category there were displacements of the kidney, 
uterus, colon, stomach, etc. The results of 
operations upon this class were dependent upon 
the degree in which the condition affected the 
neurasthenic state. In the second class of cases 
a vicious circle was established, and ptosis in- 
creased the neurasthenic state, if it was not the 
underlying cause. Operations undertaken upon 
patients of this class must have in view the relief 
of the auto-intoxication, otherwise they would 
only be productive of harm. Partial or total 
exclusion of the colon was a rational procedure in 
certain cases and good results might be expected, 
but the greatest care should be exercised in the 
selection of cases for applying this operation. 

The point was brought out that we had a defect- 
ive individual to deal with from the start, and as 
the result of this defect, we could not hope for the 
same results surgically as we would get from operat- 
ing on patients with acute disease. The individual, 
perhaps, had had auto-intoxication from the 
beginning, or was imperfectly developed from the 
start, and therefore, a bad surgical subject for 
immediate or ultimate results, and it was partic- 
ularly in this class of cases where surgeons should 
make haste slowly. It was shown that in those 
cases in which there was a structural defect, as 
was manifested by obstructive and retention symp- 


1See pp. 60 and 63. 
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toms, one did not hope to get more than 50 per 
cent of functional relief following the various types 
of suspension operations in cases of visceral ptoses. 
One of the speakers cited the case of a woman 
whose abdomen was covered with scars from 
repeated operations that had been performed 
on her without relief. Finally it was found that 
her gall-bladder was full of gall-stones. The 
removal of these was followed by relief. In one 
instance the large intestine was resected: two or 
three times with the hope of affording relief, but 
the patient was in the same neurasthenic condition 
as before any of the operations. In operating on 
these cases, the surgeon should be sure, in the first 
place, that there was a lesion; second, that it was 
the chief cause of the neurasthenia, and, third, 
a cure should be effected, if possible, without 
operation, but if operation was to be undertaken, 
the patient should not be subjected to too great a 
danger. 

It was pointed out that very often, after difficult 
manipulations in the abdomen, in the haste of 
operations, viscera were disposed in every possible 
irregular manner, and yet they corrected themselves 
in normal individuals, and they necessarily had 
no connection with neurasthenia, so that more 
evidence was needed that visceral ptoses were the 
principal factors in the production of the condition 
of the nervous system and metabolism of the body 
known as neurasthenia. An error had been made 
in operative procedures in assuming that these 
visceral ptoses were in all cases the cause of the 
neurasthenia. Operative procedures for all these 
ptoses, whether of the pelvic organs, the kidney, 
or the alimentary tract, had been unsatisfactory. 
Neurasthenia occurred in both cases in all stations 
and all conditions of life, among the rich and the 
poor, and its exact nature or its pathology was as 
yet unknown, and until it was more definitely 
known the results from operations would not be 
better in the future than they had been in the past. 
In patients who presented themselves with ptoses 
that had been described as belonging to the upper 
abdominal cavity, there were unquestionably 
conditions which caused the surgeon to balk, but 
orthopedics furnished a most efficient aid and 
would be the means of benefiting very many of 
the cases at the present time for which surgery 
had been considered the only means of relief. 
There was no reason why gynecologists and sur- 
geons should bear all the burden in these cases. 
Here was a brilliant opportunity for the psycho- 
neurologist to exploit himself to the fullest extent. 
These neurasthenics should first pass through the 
hands of a competent orthopedist; next pass 
through the hands of a conscientious neurologist, 
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but the patient should be told to beware of the 
overconfident neurologist, and after she or he, 
as the case might be, had gone the rounds, then 
the gynecologist or surgeon would give her the 
benefit of the refinements of the surgical art. 

It was maintained by some that the condition 
of neurasthenia could be greatly exaggerated or 
possibly caused by the results of enteroptosis, 
particularly when these results produced obstruc- 
tion either to the alimentary canal and interfered 
with nutrition and caused auto-intoxication, or 
when the condition gave rise to obstruction of 
the ureter, or caused an accumulation of mucus 
in the gall-bladder, and secondarily caused gall- 
stones. The relief, after an operation of such 
cases, even though the neurasthenia was possibly 
caused by this condition, must be in most cases 
exceedingly unsatisfactory, and due largely to two 
causes. First, mechanically the condition was not 
relieved, no matter how perfect the operation may 
have been, except in a few instances. Enteroptosis 
in children often resulted from improper feeding, 
from gaseous distension, and from other sources of 
abnormal intra-abdominal pressure. In some of 
these cases the increased abdomina! pressure was 
due to severe straining from constipation, and with 
the relief of this the enteroptosis in children was 
decreased to a very marked extent. By over- 
coming the causes of enteroptosis in children its 
occurrence might be prevented in many adults. 
Movable kidney was frequently found in neu- 
rasthenics. Movable kidney, associated with renal 
pain, might exist to such a marked extent as to 
bring on the neurasthenic state. The symptoms 
connected with movable kidney sufficient to justify 
operative procedure, were, as a rule, definite, and of 
a local mechanical nature. Psychotherapy was of 
little use as an adjuvant in treating neurasthenics 
and in relieving either local or general ptoses so long 
as a displacement of the kidney persisted. On 
the other hand, psychotherapy and other forms of 
treatment, which aimed at building up the patient’s 
general condition, might seemingly effect a cure. 
One of the speakers never operated on a neu- 
rasthenic patient without definite local symptoms. 
All patients who suffered from ptoses were not 
neurasthenic. A very large proportion of these 
patients did not present symptoms. In a large 
number of cases of neurasthenia associated with 
ptoses, the responsible conditions were auto- 
intoxication from the intestinal tube and peripheral 
irritations from movable organs. Patients suffer- 
ing from neurasthenia and ptoses were divided into 
two classes. In the first class were those patients 
who traveled from rest cure to rest cure, from one 
climate to another, and who were pretty generally 
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battle-scarred from their conflict with surgery. 
For this class surgery had no potency. There was 


no hope for relief from surgical intervention in such ° 


cases. There was a considerable group of cases 
in which the condition could be traced to an over- 
loaded cecum and sigmoid, a constant filling of the 
intestinal tube, with a large, dilated myasthenic 
stomach lying upon the symphysis pubis. Opera- 
tion would relieve successfully a large number of 
such patients; yet clinical methods were not sufh- 
cient to determine always just which cases would 
be favorably influenced by surgical intervention 
and those which would not, and in making state- 
ments to physicians and friends of such patients 
surgeons should honestly express some doubt as to 
the ultimate results in this particular class of cases. 

It would seem that the whole causation of neu- 
rasthenia was bound up in a kind of vicious circle 
where one symptom produced another until one 
positively could not disentangle the chain. What 
did medical men know about the position in which 
the various organs in the belly ought to be with the 
patient in the ordinary upright posture which he 
or she maintained a large part of the time? How 
much mobility should such organs as the kidneys 
and liver have? Apparently, from the manner in 
which the intestines were distributed in the belly, 
they were not placed like articles on a shelf to be 
maintained in one position, but they possessed a 
certain amount of give and take. There were very 
few neurasthenics in which the kidney did not 
have more or less play, and slightly movable kidneys 
have more or less play, and slightly movable 
kidneys sometimes gave worse symptoms and 
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caused more trouble than those which were freely 
movable, and a floating kidney, unless it resulted 
in twisting the ureter and stoppage in that way, 
causing pain in the ureter and in other portions of 
that neighborhood, did not produce as many 
symptoms as a kidney which was only slightly 
movable. Before operating on a neurasthenic 
patient the surgeon should have a definite idea as to 
whether a pathological condition existed or not, 
what he was going to do, and what he hoped to 
accomplish by the operation, otherwise the results 
from surgical intervention would be unsatisfactory. 
Only a small number of the class of patients under 
discussion should be treated surgically. Careful ex- 
amination of all patients who presented themselves 
to the Mayos, no matter whether they had cancer 
of the breast or gall-stones, or what not, revealed 
that about twenty-five per cent of the women had 
retroposition of the uterus. This retroposition of 
the uterus was not more frequent in women in 
the latter decades of life than in young girls. 
Again, twenty per cent of the patients examined 
had movable kidney, and a very large majority 
of them did not present any symptoms of that 
condition. From a surgical standpoint, neu- 
rasthenics should be treated like the insane, in that 
no cognizance whatever should be taken of their 
general complaints, but if they had sufficient local 
pathology to warrant operation, then they should 
be operated on, as surgeons had no right to deny 
this class of patients the relief that came from 
surgery. 

Closing remarks by Drs. Reynolds and Blake 
brought the joint session to a close. 
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Concerning the Efficiency of the Positive Pres- 
sure Method in Thoracic Surgery, with the 
Description of a New Apparatus. J. M. Fiinr. 
Yale Medical Journal, February, 1910. 


After discussing the difficulties that attended the 
early attempts at operations within the thorax, the 
author presents a critical review of the work of Sauer- 
bruch, Brauer, and others which led to the development 
of the various forms of apparatus now in use for main- 
taining pressure difference. ‘The Sauerbruch appara- 
tus, as is well known, in principle, allows the operator 
and his assistant to get inside the patient’s thorax, 
while maintaining the inflation of the lungs. This was 
accomplished by a cabinet, large enough for the opera- 
tor, assistant, table, and armamentarium, into which 
the body of the patient was laid with his head outside 
and an air tight rubber collar around his neck. A 
negative pressure of approximately 7 mm. mercury 
was obtained by means of a pump. This negative 
pressure was found sufficient to maintain inflation of 
the lungs with an open pneumothorax. 

In the course of his experiments Sauerbruch also 
showed that collapse of the lungs could be prevented 
by putting the anesthetist and patient’s head in the 
chamber and using positive instead of negative pres- 
sure, that is to say, by increasing the intrabronchial 
pressure above that of the atmosphere, the lungs, even 
in the presence of an open pneumothorax, are likewise 
prevented from collapsing. 

After a series of experiments with the two methods, 
Sauerbruch, the discoverer of both, abandoned the posi- 
tive pressure method and conducted his work under 
negative pressure. ‘The reasons for his preference for 
a minus pressure differential were as follows: 

Under plus pressure: 1. The opposite lung is under 
positive pressure, and expansion is more difficult. 2. 
Pressure in the alveolar capillaries is much increased 
and in consequence, extra work is thrown on the right 
heart. 3. The body surface and great veins are under 
the same pressure, hence there is a failure of the nor- 
mal aspirating action of the right heart in promoting 
the circulation. The effect of these two factors is to 
produce a venous stasis which can be measured with 
a manometer in the femoral vein, and is stated by 
Sauerbruch to reach 10 mm. of mercury 
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Brauer of Marburg became interested in positive 
pressure largely because of the physical difficulties in- 
volved in the use of the Sauerbruch chamber. Brauer 
believes that the small amount of plus pressure neces- 
sary to maintain the distension of the lungs, namely, 
approximatey ro cm. of water, is not sufficient to cause 
any serious disturbance with the circulation, and 
regards the suction of the heart during diastole as suffi- 
cient to overcome any venous stasis established by the 
atmosphere on the great veins or the plus pressure 
on the alveolar capillaries. Brauer first used a Wal- 
denburg mask with an equalizing bag inserted in his 
circuit and derived his pressure from oxygen tanks. 
Later he constructed a head chamber for the patient 
with air tight armholes for the hands of the anzsthet- 
ist’s assistant. "The pressure was derived from a water 
pump, while chloroform was administered from a 
Roth-Drager apparatus. 

Since the introduction of these two fundamental 
principles of the effects of an open pneumothorax, 
there have been a great many different types of ap- 
paratus, especially for the application of the positive 
pressure principle. 

Theoretically the author believes it has been pretty 
well demonstrated that there is practically no difference 
between the physiological effects of the abolition of an 
operative pneumothorax by the positive and negative 
pressure differential methods. The great expense of 
constructing the negative pressure chambers, and the 
difficulty in getting them ready for use, are obvious 
defects of so cumbersome an apparatus. Therefore, 
Flint believes that if thoracic surgery is to be popu- 
larized and made possible outside of large hospitals 
it can only be by some application of the plus differ- 
ential or the Meltzer-Auer method. The failures in 
the application of the positive pressure method, the 
author believes to have been due largely to the faulty 
types of apparatus rather than to the method itself, 
and he has therefore constructed a new apparatus 
embodying the factors which were thought most essen- 
tial, namely, absolute control of the anesthetic, metal 
construction to avoid possibility of a breakdown, and 
as great simplicity as is compatible with the two pre- 
ceding conditions. He presents a complete descrip- 
tion of his apparatus with illustrations, and records 
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thirteen experiments upon dogs to test its efficiency. 
These experiments consisted in resection of one or 
both lungs or complete removal of one lung. There 
were only three deaths in the series and none of these 
the author believes could be traced to the method of 
maintaining the pressure differential. The following 
conclusions are drawn from this study: 

1. The positive pressure method of maintaining the 
normal pressure difference is the practical as well as 
the physiological equivalent of the negative pressure 
method in thoracic surgery. 

2. Total pneumectomies in dogs may be done as 
successfully by the positive pressure as by the negative 
pressure method, provided that the intercostal incision 
is closed in such a way as to prevent a pressure pneu- 
mothorax. This can be accomplished by the use of an 
equalizing tube which is withdrawn in respiration after 
raising the intrapulmonic pressure. 

3. By the use of an aspirating apparatus with a 
water valve regulator, any desired degree of negative 
pressure can be restored to the thorax after operation 
carried out by the plus differential method or the Melt- 
zer-Auer procedure. This converts, in effect, any 
positive pressure apparatus into a negative pressure 
apparatus. 

4. More than half the lung tissue in dogs may be 
removed. Bilateral lobectomies can be done in two 
sittings. 

5. Opening the pleura does not have any regular 
influence on the respiratory or cardiac rhythm. Liga- 
tion of the root or removal of the lobes tends either to 
reduce the rate of both pulse and respiration or else 
to show no effect whatever in the majority of instances. 
Closure of the pleura causes an increase in the rate of 
both pulse and respiration in the majority of cases. 

GerorGE E. BEILBY. 


Flap for Cheek of Skin of Thorax with Base at 
Sternum and Directed toward Shoulder 
(Wangenplastik mit am Sternum gestieltem, gegen 
die Schulter verlaufendem Brusthautlappen).  v. 
HACKER. Wiener Klinische Wochenschrijt, b. xxiii, 
48. 

v. Hacker reports a case of carcinoma of the cheek 
with operation in which very good results were obtained 
by him when making up the loss of tissue by carrying 
up a flap whose base was at the sternum and the body 
of the flap directed towards the shoulder. Good func- 
tional results were obtained. C. G. GRULEE. 


Treatment of Fat Embolus by Temporary 
Drainage of the Thoracic Duct (Traitement de 
Vembolie graisseuse par le drainage temporaire du 
canal thoracique). Max Witms. Sem. Med., 1910, 
Xxx, 138. 

Wilms thinks that fat emboli are carried by way of 
the lymphatics as Ribbert had previously shown. 
He, therefore, cut down upon the thoracic duct in a 
case of fat embolism and inserted a canula. After a 
few days’ drainage the canula was removed and the 
patient made an uninterrupted recovery. The opera- 
tion requires only five minutes to perform and in the 
opinion of the writer is without much danger. The 
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chief difficulty lies in the diagnosis of the condition 
and in the indication for operation. Obviously, if 
undertaken too late, the operation would do little or 
no good. C. G. GRULEE. 


Unilateral Pylorus Exclusion (Zur unilateralen Py- 
lorusausschaltung). v. EISELSBERG. Waéener Klin- 
ische Wochenschrijt, b. xxiii, 44. 

By this term v. Eiselsberg means the suturing off of 
the pylorus after gastro-enterostomy, the walls of the 
stomach being divided just anterior to the pylorus. 
He reports six cases and thinks that the operation is indi- 
cated in cases where one is in doubt whether to per- 
form a gastro-enterostomy or do a resection. 

C. G. GRULEE. 


Peritoneal Patching of the Aorta. ALEexis Car- 
REL. Journal of Experimental Medicine, vol. xii, 
139-145. 

Endeavoring to determine whether it were possible 
to safely occlude an opening through the wall of an 
artery by a piece of peritoneum, the author conducted 
three experiments upon animals using the following 
technique: 


I. PREPARATION OF THE GRAFT 


A peritoneal flap is resected from the wall of the 
abdomen. This flap consists of peritoneum, subperi- 
toneal tissue, and transversalis muscle. It is washed 
in Locke’s solution and preserved in vaseline. 


2. OPENING THE AORTA 


A Crile clamp is placed above and below the place 
of opening the vessel. The vertebral arteries are also 
clamped. An ovoid opening is cut into the vessel, care 
being taken to have the edges clean cut. The vessel 
is then washed out with Locke’s solution. 


3. GRAFT 


The flap is trimmed to the exact size of the opening 
and sutured with four equidistant stitches through and 
through. Care is taken to have an accurate approxi- 
mation of intima and peritoneum. Then a continuous 
suture is used. 


4. RE-ESTABLISHMENT OF CIRCULATION 


Lower clamp is first removed. Complementary 
stitches in case the suturing is imperfect, allowing 
hemorrhage. 

The first animal died under the anesthetic. Second 
case complete recovery. The cat was killed five 
months and five days after operation. The aorta was 
found perfect. No dilatation. The graft showing as 
a reddish transparent patch. Histologically the wall 
of the graft was beginning to conform to that of a 
normal arterial wall except lacking in the elastic fibres. 
Third case, complete recovery and results similar to 
that in number two. 

In conclusion the author states that an artery can 
regenerate itself by using heterogeneous elements. 

Joun A. WoLreER. 











DEPARTMENT 


A Preliminary Report of the Use of Animal 
Membrane in Producing Mobility in Anky- 
losed Joints. WILLIAM S. BAER. The American 
Journal of Orthopedic Surgery, vol. vii, No. t. 


The author first discusses the various methods and 
materials that have been used in the production of 
mobility in ankylosed joints. These include beside 
resection, the interposition of various substances be- 
tween the articulating surfaces. A muscle flap from 
a muscle contiguous to the joint has been preferred by 
most surgeons. Murphy among others, has urged the 
use of a flap of fascia covered with a good layer of fat 
and reports some good results. Others disappointed 
with the results of muscle flaps used non-absorbable 
material of zinc, rubber, celluloid, silver, and layers of 
collodin. Absorbable flaps of decalcified bone, ivory, 
and magnesium have likewise been employed and with 
better results than with the non-absorbable material, 
but on the whole not satisfactory. The author con- 
vinced that there are serious objections in the employ- 
ment of any of these methods undertook to find an 
absorbable material which was thin and pliable enough 
to allow of easy adjustment within the joint and which 
would remain there beyond the period of new bone or 
fibrous formation. 

The membrane which he has used is from the pig’s 
bladder, and is chromicized so as to remain intact 
about forty days. 

Where simple Cargile membrane was used, no per- 
manent motion was obtained, owing as the author 
states to the fact that the Cargile membrane is absorbed 
in a period of ten to fifteen days. In the cases where 
the chromicized pig’s bladder was used, a membrane 
which remains at least for thirty days, a permanent 
amount of motion resulted in each case. The author 
therefore concludes that the entire success of the oper- 
ation depends upon the character of the membrane 
used. In the first place it should be absorbable. 
Secondly, it should remain intact from thirty to forty 
days. Thirdly, it should be pliable enough to be adapt- 
ed to the contour of the joint. 

Every raw surface should be separated by it from 
that which it would normally come in contact. 

The membrane should have body enough to prevent 
its tearing, and it should be firmly held in place by 
absorbable suture. GrorGE E. BEILBy. 


Examination of Pathological Changes Caused by 
the Presence of Stones Experimentally Placed 
into the Urinary Apparatus (Experimentelle 
Untersuchung iiber die nach der Auwesenhlet von 
Steinen auftrelenden Veranderungen im Harnapparate). 
Dr. Kumita. Mitt. a. d. Grenz. d. Med. u. Chir., 
vol. xx, No. 4, p. 565. 

From recent works of others it is concluded that 
calculi wherever found in the urinary apparatus are 
not merely precipitated or crystallized mineral sub- 
stances, but that their genesis is to be found in many 
different and diverse preceding conditions. 

Among these are catarrh of the mucous membranes, 
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foreign bodies, small particles of necrotic tissue, blood, 
pus, mucus, bacteria, etc. 

The author reports a series of experiments in which 
he introduced under aseptic precautions small pieces 
of quartz into the renal pelves of dogs. 

After a number of days, ranging from 35 to 137, the 
dogs were killed and the kidneys, with their urinary 
passages were examined both macroscopically and mi- 
croscopically. 

His conclusions are, in part, that the effects produced 
by the presence of the stones fall into two groups, viz. : 

1. Those immediately following the operative 
wound in the renal pelvis and the passages below the 
pelvis. 

2. All changes in the kidney proper, either an imme- 
diate process extending from a pyelitis, or later changes 
in the kidney due to irritation due to the stone within 
the pelvis. 

Of most importance are the microscopical changes 
in the kidney parenchyma. 

In all of his experiments the kidneys into whose pelves 
stones were placed showed marked changes, while the 
control kidney remained perfectly normal. 

The change was the excretion of an albuminous sub- 
stance either into the capsule of the Malpigian corpus- 
cles or into the urinary tubules or into both. 

These masses, often homogeneous, were often globu- 
lar and coalescence formed mulberry-like masses which 
passed into the renal pelvis. 

The interstitial tissue was found without exception 
to be affected also, the picture simulating that of a 
contracted kidney. 

It has been proven by Steinmann that albuminous 
bodies have the inherent power to throw down a min- 
eral substance this was proven with egg albumin. 

Two plates show the microscopical changes in the 
kidneys. H. A. Ports. 


Meckel’s Diverticulum and Stricture of the In- 
testine (Diverticule de Meckel et retrecissements 
de l’intestin). F.LEyARs. Sem. méd., 1910, xxx, 49. 
Lejars distinguishes two types of this rare affection, 
the one where the stricture is congenital, the other 
where it is acquired and usually consecutive to ulcers 
of the intestine just above the diverticulum. The 
condition is discovered during an operation for acute 
intestinal obstruction and there is a history of intestinal 
troubles with pain in abdomen some months previous 
to the attack. A review of the literature is made and 
cne case is reported in detail. C. G. GRULEE. 


Intravenous Narcosis (Uber die intravenose 
kose). CLAIRMONT AND DENK. Wein. 
Wcehnschr., 1910, xxiii, 286. 

After animal experimentation Clairmont and Denk 
conclude that this method of narcosis presents so many 
disadvantages that for the present at least they do not 
regard it advisable to employ it, especially since other 
means of narcosis have of late years become so little 
dangerous. C. G. GRULEE. 


Nar- 
klin, 
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Blood Coagulation During Menstruation (Uber 
Blut gerinnung wahrend der Menstruation). G. M. 
CRISTAE AND W. DENK. Wien. Klin. Wehnschr., 
IQTO, XXIll, 234. 

After careful examination of the circulatory and men- 
strual blood the writers came to the following con- 
clusions: 

1. In comparison with the normal the coagulation 
of the circulatory blood of menstruating women shows 
neither acceleration nor delay. 

2. The calcium content of the circulatory blood of 
menstruating women is normal. 

3. The blood which passes the uterine mucous mem- 
brane as well during menstruations as in the inter- 
menstrual period (extra-uterine pregnancy, metror- 
thagias from other causes) is almost always non-coagu- 
lable. Coagula only exceptionally are found. 

4. The characteristic property of making the blood 
non-coagulable is possessed by the uterine mucous 
membrane which probably possesses the ability to 
retard or render inactive the fibrin ferment or one of 
its elements. In cases where coagula as well as un- 
clotted blood pass the uterine mucous membrane it 
may not possess the full ability to hinder coagulation. 

5. In those cases where the blood passes directly 
into the uterine cavity without passing the mucous 
membrane (post-partum hemorrhage) it shows com- 
plete coagulation. C. G. GRULEE. 


Congenital Defects of the Head Produced by 
Amniotic Adhesions (Uber congenitale Defecte 
am Schaedel infolge amniotischer Verwachsungen). 
KEHRER. Monatsch. }. Geb. u. Gyn., b. xxxi, h. 2. 

Congenital defects of the soft parts are well known 
to the obstetrician. Appearing on the head they 
might arouse the suspicion of criminal abortion and 
ought, therefore, to be known to the medical experts. 
Hoffman, a medico-legal expert of Vienna, was the 
first to recognize the true nature and cause of these 
defects. Kehrer collected 32 cases in the literature 
and described one case observed by himself. 

The baby, spontaneously born, showed between the 
tubera parietalia and the sagittal suture, deep defects, 
with irregular margins, comprising the skin, galea, 
periost and bone, and as deep as the dura. The sur- 
roundings of the defects were slightly elevated and were 
covered with crusts of dark, coagulated blood. Be- 
tween the margin of the defects and the normal skin 
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was a cicatrized and hairless zone.. Just in front of 
the large fontanelle was another but superficial defect. 
After twelve days these defects were healed and covered 
with skin. 

In going over the collected cases he found the follow- 
ing common points in all: 

1. The defect is for the most part in the cutis and 
subcutis, seldom deeper, but has been found as deep 
as the dura. 

2. The seat of the defects is the vertex or near the 
sagittal suture or on the parietal bones — the tubera 
parietalia — very seldom on the occiput or behind the 
ears. 

3. The size varies from the size of a pinhead to one 
inch in diameter. 

4. The form is usually circular but sometimes longi- 
tudinal or irregular. 

5. The defect is always hairless, but in 3 to 4 weeks 
hair may appear or the place may remain bald, de- 
pending upon the depth of the defect. 

6. The margins are sharp, as if cut by a punching 
machine, the border of the defect is below the normal 
skin, and between the defect and skin is a scarlike 
tissue. 

7. The wound itself is fresh or of older date. In 
some cases it is covered with coagula.or granulation 
tissue, in others a round or radiated scar is found. 

8. Other malformations, such as amniotic amputa- 
tions and harelip, are sometimes present, defects of the 
same etiologic origin. 

The majority of authors trace these amniotic bands 
to a plastic inflammation of the amnion and epidermis, 
an amniotitis. Through this amniotitis the epidermis 
and amnion grow together, preventing the normal 
development. With the increase of the liquor amnii, 
these so formed adhesions are stretched and finally 
tear, assisted by the movements of the child. Ina few 
cases a trauma during pregnancy is recognized as an 
etiologic factor. 

9. In every case, especially in forensic cases, exos- 
tosis of the pelvis has to be excluded. 

10. In some cases a strict differential diagnosis 
between amniotic defects and lesions by pressure or 
through exostosis of the pelvis or criminal injuries, 
will be impossible. In these latter cases, we will find 
fresh hemorrhages, bloody inbibition of the surround- 
ing tissue, the margins often undermined, and probably 
a complete perforation of the head. Microscopically 
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it has been shown that there are no sweat or sebaceous 
glands in the immediate surroundings of these amni- 
otic defects. The presence of other malformations of 
amniotic origin will assist in the diagnosis. The in- 
tegrity of the amnion does not speak against amniotic 
origin. Amniotic bands or their remnants cannot 
always be demonstrated at the time of the partus. 
These defects are not so very rare and their forensic 
importance is very great. HELIODOR SCHILLER. 


Menstrual Changes of the Blood Picture (Uber 
Menstruelle Veranderungen des  Blutbefundes). 
ANNA Potz.. Wien. Klin. Wchnschr., 1910, xxiii, 238. 

In adult women marked changes in the number of 
red blood corpuscles are present which stand in direct 
connection with the menstrual period. The highest 
count is just before menstruation, but the number 
decreases before menstruation begins, hence the fall 
is not due to hemorrhage. The writer thinks that 
we probably have an intoxication which acts on the 
blood making organs and is relieved by menstruation. 

C. G. GRULEE. 


The Results and Technique of the Lying-In 
Hospital Out-Patient Service in 45,000 Con- 
finements. JAMES A. HARRAR. Bulletin of the 
Lying-In Hospital of the City of New York, vol \vi 
No. 2. 

Harrar reports on the results and technique in the out- 
patient service of this institution in 45,000 confine- 
ments. These labors were conducted by the resident 
outdoor staff and by medical students under the super- 
vision of the attending surgeons. The series of cases 
here referred to occurred during the last fourteen years 
and the mortality among the mothers was found to be 
0.32 per cent (144 cases) which is one death to about 
every 300 deliveries. This includes all cases trans- 
ferred during labor or afterward to the Lying-In Hos- 
pital or other hospitals and subsequently dying in the 
wards. Ninety-nine died in the tenements and forty- 
five in the hosfital wards after admission from the 
tenement service. The chief causes of death were 
sepsis, rupture of the uterus, eclampsia, and placenta 
previa in the order named. Thirty-six women, or one 
in 1,250 (.008 per cent) succumbed to septic infection. 
Harrar attributes the frequency of this condition not 
only to the patient’s surroundings, but also to the prac- 
tice of employing midwives, who are both dirty and 
incompetent. Twenty women died as the result of 
rupture of the uterus. In nine the rupture was dis- 
covered after performance of an internal podalic ver- 
sion and the accident was ascribed to the operation. 
There were six cases of spontaneous rupture in pro- 
longed labors; in one the cervix had been amputated 
a year previous and the rupture was produced during a 
high forceps delivery; one followed injury from a fall, 
and one occurred in the scar from a former Czesarean 
operation. Placenta previa ranked fourth on the list 
as a mortality factor, there having been sixteen deaths 
from this condition. The remaining deaths were due 
to pneumonia (8 cases); cardiac diseases (6 cases); 
premature detachment of the placenta (4 cases); post- 
partum hemorrhages (4 cases); and pulmonary phthisis 
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(5 cases). Four deaths were ascribed to uremia and 
one to shock. Five women died after the operation of 
Cesarean had been performed. A number of other 
causes of death are mentioned which claimed one or 
two cases each and make up the remaining number. 
Harrar claims that as one-quarter of the total mortality 
was due to sepsis, which is a preventable cause, that a 
possible future reduction in these figures may be hoped 
for. An analysis of the deaths from this cause shows 
that in succeeding groups of 10,000 cases each, a 
marked reduction has taken place in the later ones. 
The writer describes the method in which surgical 
cleanliness on the part of the patient and the attendant 
is secured and as the result of which the improvement 
has taken place. 

Harrar believes that a further reduction in both the 
morbidity and mortality rate can be effected (1) by the 
elimination of sepsis, both by appreciating with Wil- 
liams, that unless evident indication is present the partu- 
rient canal after labor is “‘nolia, me tangere,’’ and by 
compulsory instruction and legal regulation of mid- 
wives; (2) by avoiding operative rupture of the uterus 
by more thorough study of the pathological condition 
in each case before attempting version for dystocia; 
(3) by prompt transference of cases of hemorrhage or 
severe eclampsia to the hospital. C. G. GRULEE. 


Rupture of the Uterus during Labor. R. W. 
LOBENSTINE. Bulletin of the Lying-In Hospital of 
the City of New York, 1910, vol. vi, 31. 

Lobenstine reports 46 cases of complete and three 
cases of partial rupture. After a thorough review of 
the subject, he states that in the prophylactic treatment 
the following should be observed: 

1. Have the patient in as good physical condition as 
possible at the time of labor. 

2. Be aware in time of the presence of a deformed 
pelvis; of pelvic tumors; foetal anomalies, etc. 

3. Remember the dangers of a prolonged, dry labor. 

4. Do not allow the second stage to be prolonged. 
particularly if the uterine contractions are very severe. 

5. Do not be too hasty in the dilatation of the cervix 
when doing an ‘‘accouchement forcé.”” Remember 
the ease with which the cervix in a ‘placenta previa 
centralis” can be torn. 

6. Do not perform or even try a version in a ‘‘tonic 
uterus”’ or one that is rapidly becoming tonically con- 
tracted. 

7. Do not apply forceps with a rigid rim of cervix 
still present. 

8. Every Cesarean section case in a subsequent 
pregnancy must be warned early of possible danger at 
the time of labor, if not under proper supervision. 

g. Finally, ever keep in mind the danger signals, 
the warning symptoms of an impending rupture. 
When they develop, deiiver at once in the safest manner 
for the mother. 

In the treatment he recommends the following: 

Treatment of ruptures of the vaginal vault. These 
cases, if the diagnosis of the extent of the laceration is 
correct, can in most instances be treated by tampon- 
age with or without sutures. In case intestines or 








IIo 


omentum give trouble, an immediate laparotomy 
should be undertaken with either total or partial closure 
of laceration. In rare instances the uterus is torn away 
so extensively that it has to be removed. 

Treatment of incomplete ruptures. Nearly all such 

cases are best treated by firm tamponage with or with- 
out sutures. A laparotomy is rarely indicated and only 
then when hemorrhage persists despite the conserva- 
tive treatment. After the tamponage, pressure may 
be exerted from above for several hours, if necessary. 
At times it may be advisable to lessen the blood supply 
to the pelvis by pressure on the abdominal aorta. 
. There are cases of “incomplete rupture” in which 
the tear simply opens into the broad ligament without 
involvement of the lower section of the cervix. In such 
cases, a tamponage of the broad ligament may be im- 
possible. The uterus and vagina should be packed 
and counterpressure exerted from above. The broad 
ligament hematoma may have to be opened later 
either from above or from below 

Treatment of complete ruptures. (a) The child 
should be delivered at once, providing it is still ‘in 
utero,” in the presence of a bad rupture, with great 
shock or hemorrhage or both. If in these cases a 
laparotomy can be done at once, on the spot, without 
the transference to a hospital, it should be performed. 
Where this is not feasible, we believe that better results 
will be obtained by tight tamponage of the uterus and 
vagina rather than by removal of the patient to more 
convenient surroundings. 

(b) On the other hand, if the diagnosis is made early 
in the presence of a comparatively mild rupture, with 
the child still in the uterus, there are two methods of 
procedure. 1. If the child is alive, and if the mother 
is in fairly good condition, she should at once be trans- 
ferred very carefully to a hospital, where an immediate 
laparotomy should be done. This offers the best 
prospects for both mother and child. 2. If the child 
is dead, and the mother in fairly good condition, we can 
deliver at once in the simplest manner, and treat the 
rupture by “‘tamponage,” if we think this method will 
answer, otherwise, we should perform a laparotomy at 
once, on the spot. If we are not willing to run the risk 
of having to operate at the patient’s home, we should, 
asin (1), transfer the case before delivering. The writer 
cannot urge this point too strongly, for the delivery of 
the child after the uterus has ruptured will probably 
increase the size of the tear, thereby increasing the 
amount of shock and hemorrhage and increasing the 
dangers of transportation. 

(c) If the child and placenta are free in the per- 
itoneal cavity, a laparotomy is practically always nec- 
essary. Here, again, if the patient is in extreme shock, 
if any procedure is attempted, it should be done at once 
on the spot. 

(d) Where the diagnosis of rupture is first made 
after the delivery of the child, if the rupture is not ex- 
tensive, and the shock and hemorrhage are not great, 
it may seem advisable merely to use a carefully applied 
tamponage with or without partial suturing. 

Should a laparotomy be decided upon, we may: 
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1. Simply irrigate the peritoneal cavity and drain 
through the laceration (having, of course, removed 
the child and placenta). 2. We may suture the rup- 
ture, according to the method of Zweifel. 3. We may 
perform either a supravaginal or panhysterectomy, and 
drain from below. 

In all of our cases in which a laparotomy was per- 
formed, it was found necessary to remove the uterus 
(excepting in the case of the Cesarean section that 
recovered) either because the bleeding could not other- 
wise be controlled or because of the tremendous de- 
struction of tissue. Should the patient recover from 
her shock and hemorrhage, we must always fear the 
development of peritonitis or a general sepsis. 

Although the abdominal operation was often of no 
value, still the mortality in the twenty-nine cases oper- 
ated upon was reduced to 62 per cent. 

A vaginal hysterectomy can be performed, but this, 
too, is rarely, in our opinion, advisable, owing to the 
difficulties presented by the great damage resulting from 
the rupture. 

The general treatment for the hemorrhage and shock 
should be given at once. 

The vital question is, of course, shall we perform a 
laparotomy or shall we rely upon tamponage and drain- 
age. Although there is a great deal to be said on either 
side of the question and although there are statistics 
in favor of each standpoint, I believe, nevertheless, 
that with improved technique, the best results will be 
obtained with an abdominal hysterectomy (or suture of 
wound when possible), excepting in (a) clean cases 
with relatively small amount of trauma, with hemor- 
rhage controlled by packing, and (b) bad cases with 
marked shock. In the former the abdominal operation 
will seldom be necessary, while in the latter, the opera- 
tion can be of little value. Real success will come and 
I believe can only come to those operators who see 
their cases at the actual time of the “rupture” or very 
soon thereafter. Transportation of the patients in 
extreme shock materially decreases ,the chance of 
recovery. C. G. GRULEE. 


Prophylaxis of Breast Cancer. (A Study of 
Chronic Mastitis and Its Treatment.) W. S. 
HANDLEY. The Practitioner, 1910, |xxxiv, 463. 

After summing up the clinical and pathological evi- 
dence, Handley is convinced that cancer of the breast 
is always preceded by chronic mastitis. In his experience 
the latter has been more common in unmarried women. 
In young women the routine treatment of chronic 
mastitis with pressure and drugs inhibiting the secre- 
tory activity and promoting the absorption of inflamma- 
tory products brings very satisfactory results. In 
older women in some severe cases operation is clearly 
indicated. In the remaining cases, Handley has been 
using the X-ray for the past three years and in none of 
them has a cancer developed. 

He feels that his fifty cases are too few from which to 
draw far reaching conclusions. He thinks that the X-ray 
acts differently on normal and cancerous tissue. 

C. G. GRULEE. 
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THE Famity HEALTH. By M. Solis-Cohen, M. D. Phil- 
adelphia: The Penn Publishing Company, rgro. 


This small book of 250 pages is an excellent discus- 
sion of the simpler things which should be known by 
every one. It is not so complex that the layman would 
not understand it, nor is it so suggestive that he would 
be tempted to treat himself improperly. On the other 
hand, it should go far toward placing him in a position 
to understand scientific medicine. General discussions 
upon food, clothing, exercise, care of children and the 
sick, are all well written and can be recommended by 
any practitioner to the families under his care. 


CHILD. 
Philadelphia: The Penn Publishing Company, 1g1o. 


THE CARE OF THE 3y Mrs. Burton Chance. 


This general book written upon the child and giving 
various suggestions as to his feeding and care during 
infancy and childhood, is well written and eminently 
sane. It can be recommended to mothers with a feel- 
ing that she will not attempt through its means to care 
for the child in those crises which should demand the 
skilled care of the physician. On the other hand it 
will teach her in general those things which every 
mother should know in regard to the care of children. 


SYPHILIS. 
Philadelphia: 


SERUM DIAGNOSIS OF 
M. D. 


By Hideyo Noguchi, 
Lippincott & Company. 


There have been written recently such a vast number 
of fragmentary articles in many languages on the serum 
diagnosis of syphilis, that it is probable that a very 
large number of physicians who are not engaged in 
laboratory work have been unable to obtain a clear 
understanding of the subject. It is with pleasure then 
and with a sense of relief that one reads Noguchi’s 
recent book. 

In it he discusses the principles of hemolysis and 
then applies them to the serum diagnosis of syphilis, 
and in such a clear, logical manner that the reader can 
scarcely fail to follow him. 

The book is not only a resumé of the subject to date 
but is also a manual for laboratory workers. The 
method of preparing the various reagents, and the tech- 
nique of making the test according to Wasserman’s 
method, as well as the author’s modification, are 
described in detail. 

Many tables showing the diagnostic value of the 
reaction are given, and a bibliography of twenty pages 
is appended. 

A discussion of the butyric acid test is also included. 
This, as the author states, is in the nature of a digres- 
sion, but it is closely enough related to the main subject 
to be taken up in connection with it. 

Noguchi’s book is well worth reading and is to be 


commended in the warmest terms as a timely and com- 
prehensive presentation of a somewhat confusing sub- 
ject. J. F. Caurcuitt. 


PREPARATION AND AFTER- TREATMENT IN OPERATIVE 
Cases. By Herman A. Haubold, M.D. New 
York: D. Appleton & Co., 1910. 


This volume of 650 pages comprises thirty-four con- 
cisely written chapters. The first deals with condi- 
tions in which operations are not urgent and in which 
co-existing disease makes it advisable to postpone 
operation until such time when the results of operations 
will not be hampered by them, such as bronchitis, pul- 
monary tuberculosis, cardiac or arterial disease, 
diabetes, etc. 

Chapter IT deals with the preparation of the patient, 
giving the methods employed by Kocher and Moyni- 
han, the preparation of the operator and assistants as 
well as the preparation of the operating room and sick- 
room. 

Chapter III gives the preparation in detail of instru- 
ments, dressings, and materials used during and after 
operations, detailed directions regarding preparation 
and sterilization of all suture and ligature materials, 
as well as many antiseptic solutions are given. 

Shock is quite fully discussed, giving technique of 
treatment by stimulation, mechanical pressure (showing 
cut of Crile’s inflated suit), transfusion, infusion, hypo- 
dermoclysis and enteroclysis. 

This volume will be of especial value to physicians 
who have not had the general routine experiences of a 
hospital internship. It contains 429 excellent illus- 
trations. H. A. Ports. 
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OF CHILDREN. (Modern Clinical 
Edited by Abraham Jacobi, M. D. 
York: D. Appleton and Co., rgro. 


DISEA 





Series.) 


The volume on diseases of children consists, as do 
others of this series, of a number of monographs which 
have been arranged to form a connected text, covering 
the field of pediatrics. The contributors are men of 
high standing in European clinics. The translation is 
by Dr. J. L. Salinger. James F. CuHvurcuHiLt. 


A SysTEM OF OPERATIVE SURGERY Volume III. 
Edited by F. F. Burghard, M.S., F.R.C.S. 
don and New York: Oxford University Press, 1909. 


Lon 


The third volume of this comprehensive work has 
just been published, and maintains, scientifically and 
typographically, the high standard set in the two pre- 
vious volumes. The subjects covered are Operations for 
Tuberculous Disease of the Lymphatic Glands; Opera- 
tions upon the Breast; Operations upon the Spleen; 
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Operations upon the Thyroid Gland; Operations upon 
the Bile Passages and the Pancreas; Operations upon 
the Skull and Brain, Spinal Cord and Canal; Opera- 
tions upon the Kidneys, Ureters, Bladder and Urethra; 
Operations for Vesical Calculus; Operations upon the 
Prostate; Operations upon the Male Genital Organs; 
Operations upon the Thoracic Wall and Its Contents. 

Contributors to this volume include Harold J. Stiles, 
B. G. A. Moynihan, Harold Upcott, James Berry, 
A. W. Mayo Robson, L. Bathe Rading, W. Thorburn, 
J. W. Thomson Walker, David Newman, P. J. Freyer, 
F. F. Burghard, and Rickman J. Godlee. 


MANUAL OF OPERATIVE SURGERY. By J. F. Binnie, 
M.B.,C.M. Philadelphia: P. Blakiston’s Son and 
Co., 1910. 

The present edition of Binnie’s Manual, which is the 
fourth, has been enlarged to two volumes; made neces- 
sary by the addition of chapters on ligations and am- 
putations. Several chapters have been almost entirely 
rewritten and many illustrations have been added. 
Volume II, which is somewhat smaller than Volume 
I, considers only the surgery of the vascular system and 
of bones and joints. 

As a clear, concise operative manual the work is very 
satisfactory. James F. CHurcHILL. 


DER CHIRURGISCHE OPERATIONSKURSUS. By Professor 
Victor Schmieden, Privatdozent und Assistent der 
KGniglische Chirurgischen Universitats Klinik, Ber- 


lin, Germany. Leipzig: J. A. Barth. 


This very excellent volume will appeal to teachers 
of operative surgery and practicing physicians alike 
in that much of the usual historical matter and descrip- 
tions of operations which are but rarely performed have 
been eliminated. 
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The topographical anatomy as well the surgical 
technique is dwelt upon only as is necessary to the per- 
formance of the various operations upon the cadaver. 
The text is confined to the description and illustration 
of modern operations which surgeons are daily called 
upon to perform, and merits a translation into Eng- 
lish. 

Professor Bier bespeaks for it a wide field of useful 
ness. H. A. Ports. 


EMERGENCY SURGERY. By J. W. Sluss, A.M., M.D., 
Professor of Anatomy, Indiana University School of 
Medicine. Philadelphia: P. Blakiston’s Son and Co. 


°A short, practical exposition of the general principles 
pertaining to the prompt aseptic treatment of the 
wounds, the best methods of dealing with the fractures 
and dislocations, abscesses, and the minor surgical 
conditions met in a general practice. 

Also a practical review of the general technique to 
be followed by the general practitioner when he finds 
those conditions demanding immediate surgical treat- 
ment. 
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L. Webster Fox, M. D. New York and London: D. 
Appleton & Company, rgrto. 

A PRACTICAL TREATISE ON FRACTURES AND Dis- 
LOCATIONS. By Lewis A. Stimson, M.D. New York 
and Philadelphia: Lea & Febiger, 1g1o. 

THe MeEpIcaL ANNUAL. Bristol: 
& Sons, Ltd., 1910. 

THE ScrENCE OF Livinc. By William S. Sadler, 
M.D. Chicago: A. C. McClurg & Company, 1910. 
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